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ANKLE FRACTURES* 
A New Classification and a New Class 
BY F. J. COTTON, M.D, F.A.C.S.,f AND RICHARD BERG, M.D.+ 


F we consider the major ankle injuries. not as 
fractures but as dislocations complicated by 
fractures, it simplifies matters tremendously, 
especially as regards treatment. It is our pur- 


pose in writing this article to classify ankle 


FIG. 1. The four 


fractures in that manner, at the same time 
placing emphasis on a class which has hitherto 
been somewhat overlooked or neglected, and to 
outline a proper course of treatment. 

*From the Sixth Surgical (Bone and Joint) Service, Boston 
City Hospital. 


+For record and address of author see “This Week's Issue,” 
page 787. 
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We do not intend to discuss the relative merits 
of the numerous classifications of fractures into 
or about the ankle joint, which have preceded 
this paper. Such a discussion would be fruit- 
less from the standpoint of our purpose in writ- 


types in diagram. 


ing this article. Suffice it to remark in passing 
that Ashhurst’s classification is a very compre- 
hensive one, and has been generally accepted as 
the standard to date. 

The classification presented below was devised 
primarily from the standpoint of treatment, 
placing secondary importance on the mechanism 
involved and on the anatomico-pathological de- 
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FIG, 2. Type 2. Neglected case. 
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FIG. 3. Type 2.. Unusual degree of displacement. 
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FIG. 4. Type 3. Before reduction. 


tails, for after all, as surgeons, we are con- 
fronted with the treatment of these cases and 
hence are grateful for a grouping with a simple, 
practical, working basis. 

Most classifications to date have failed to 
stress the important thing from the standpoint 
of treatment, namely that the foot is dis- 
located one way or another with very ex- 
tensive ligament damage and with various points 
of fracture, both dependent on the direction of 
the applied force and consequent displacement 
for their location. Cooper, however, in 1822, 
put forth a system of grouping which was more 
or less comprehensive, in which he considered 
fractures of the ankle as dislocations of the 
tibia complicated by fractures. A few other 
writers have similarly considered them*. From 
the standpoint of treatment, however, we feel 
. that it is much more simple to consider these 
Pe major ankle injuries not as dislocations of the 

(/ N tibia but as dislocations of the foot, as the foot 

plays a major role in the matter of reduction, 

and this manner of regarding them also gives 

A £ Me 6v3 room for the class which we propose to empha- 
7 size in this paper. 

*Notably Shands, International J. Med. & Surg., May, 1929. 


FIG 5. Type 3. Same case, reduced. He starts with a similar idea, but winds up with 13 classes 
and sub-classes of dislocations. 
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FIG. 6. Type 4. E. 8. 


FIG. 7. Type 4. Sch-——. 

Since, in nearly every case, efficient correc- 
tion of the displacement (disregarding the detail 
of bone lesions) is all that is necessary for de- 
cent results,—usually for the best possible re- 
sults—the following classification is presented : 

I Outward dislocation-——or Potts’ Fracture 
II Inward dislocation—Reversed Potts’ 
III Backward dislocation—‘Cotton’s Frac- 

ture” 


IV Upward luxations—Previously neglected 
class. 


If you will think it over for a minute, you 
will agree that these subdivisions include nearly 
all cases of major fractures into the ankle joint. 
Tarsal lesions and those close to but above the 
joint are not for our present consideration. 


Think a bit further and consider what more 
we really do, or can do, with the first three 
classes than shove inward and invert in Class 
I—Potts’; shove outward and into slight valgus 
in Class [[—the reversed Potts’: drag forward 
and lock in dorsiflexion in Class I11[—the Cotton 
fracture. In each case the detail of lesions, 
particularly of ligament lesions, is such that 
over-reduction is impossible, and full reduction 
of the displacement is all we can even attempt. 
If we disregard the exact manner of production, 
and deal with the finished lesion as it comes to 
us, the simple classification and program given 
above is sufficient for nearly all practical pur- 
poses. 

Before going on to the class of upward luxa- 
tions, we will consider briefly appropriate post- 
reduction treatment of the first three classes. 
A plaster ‘‘cast’’ should be applied in any one 
of the first three classes until union is solid, 
usually for about six weeks in Classes I and II, 
and for about seven to ten weeks in Class III. 
An outer upright, inner T-strap, and a built-up 
Thomas-heel should then be applied in Class I, 
a double upright in Classes II and III, with a 
cross strap in front above the ankle in the third 
class. In all classes the joint of the upright is 
pinned fast at a right angle at first, the pin to 
be knocked out later. 

Classes I and II should be practically normal 
in three months. Class III usually requires three 
to four weeks more time. 

In all these classes there is unavoidable musele 
atrophy with consequent danger of pronation 
of the foot. Early or late exercises to avoid this 
are in order. Exercises should begin with cir- 
eumduction (‘‘within and against the sun’’), 
with toe exercises, and with plantar and dorsi- 
flexion manoeuvres. Later, the best exercises of 
all are those in which the patient comes un on the 
toes, and as the weight comes on the ball of 
the foot, simultaneously inverts the foot, rock- 
ing into varus position. This exercise calls for 
action of the tibialis anticus and posticus, with 
long and short toe flexors, the very muscles in 
which one needs to have strength and proper 
tone to support the arch. An added useful 
precaution, is the Thomas-heel raised on the 
inner side 14”, to follow after the upright has 
been discarded. 

We will now devote our attention to a consid- 
eration of the fourth class of ankle fractures, 
those with upward luxation. Little can be found 
in the literature in regard to this class. Ash- 
hurst briefly mentions it in his classification. 

This fracture is a compression fracture of the 
lower end of the tibia with the fibula generally 
remaining intact. It is a comminuted, semi-im- 
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FIG, 8. 


Type 4. 


FIG. 9. 
of the tibia: 


crippled as to the left foot. 


pacted type of fracture, rarely complicated by: 


a fracture of the os calcis, more rarely by a 

fracture of the astragalus. It may be com- 
pound,—not often, fortunately. It is caused by 
a fall in which the patient lands squarely on the 
sole of the foot, so that the force is delivered to 
the articular surface of the tibia in a line di- 


rectly up through the shaft. The lower end of 
the tibia is driven upward—and variously shat- 
tered—shortening the shaft from a 14” to 14” 
in most eases. The degree of comminution or 
mushing of the bone is proportional to the se- 
verity of the fall. There is some spreading 
laterally—generally inward, often forward, 
outward only in those cases where the fibula is 
also fractured. In the process the contour of the 
articular surface of the tibia is greatly damaged, 
and this damage may be accompanied by a 
troublesome diastasis of tibia and fibula. The 
tibio-fibular ligament in such cases is ruptured. 
No serious nerve or blood vessel damage has 
been seen in these cases. The capsule is usually 
torn in one or many places. 

The physical signs and symptoms of such a 
fracture are similar to those of other ankle 
fractures without huge displacement. There is 
generally considerable ecchymosis and swelling. 
with extreme tenderness over the whole ankle. 
The foot is usually in varus, if the fibula is in- 
tact. If the fibula is also broken, there may be 
abnormal mobility to either side. Crepitation is 
generally absent except in cases where the fibula 
is also broken. There may commonly be some 
posterior or anterior dislocation of the foot. 

The diagnosis is not necessarily easy. It is 
clinched by the x-ray picture, which shows a 
typical deformity. Without the x-ray the diag- 
nosis is often made by the fact that the internal 
malleolus lies at an abnormally high level in 
relation to the external malleolus. The other 
physical signs are not characteristic of this one 
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On the right, fracture of the fibula in addition to the crushing 
therefore little descent of the fibula in relation to the tarsus. 
left is the type fracture—fibula far down. 


On the 
This was an old case—a good deal 


condition and often enough inspection hardly 
gives us notice of the gravity of the damage. 
The treatment consists of correcting the up- 
ward dislocation, bringing the foot down again, 
and reshaping the comminuted tibia, so as to 
give a decent weight-bearing surface. Thus a 
skilful reduction, under ether, consists of mould- 
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ing or reshaping the ankle and bringing the 
foot down, to be held by traction with a Sinclair 
skate, with a traction boot, or with tongs in- 
serted into the os calcis. Excellent results have 
been obtained by such intrinsic traction through 
the os calcis. Mainly, the results by any method, 


ow 


FIG. 16. J. W——n. 


Type 4. 
displacement. 


One of the cases with forward 


so far, have been rather imperfect. The diffieul- 
ty is in reduction, not in maintenance of posi- 
tion. 

Special attention must be paid to the follow- 
ing complications of reduction: 

1. Failure to get enough tibial surface to- 
gether for a walking surface. 

2. The presence of outlying fragments glued 
on the tibia which may block motion later and 
make for poor results. 

3. Most commonly the trouble is an over- 
long fibula, over-long in relation to the shortened 
tibia. Thus, the external malleolus impinges on 


the outer side of the os ecalcis; this gives ecrip- 
pling pain. This condition can be met by an 
operation in which one resects subperiosteally 
the outer malleolus to a point just below the 
level of the ankle joint. Waiting until a poor 
result gives an opportunity for a brilliant oper- 
ation is not, however, the way to treat this, or 
any other, lesion. We are dissatisfied with all 
the results so far obtained, though nearly all 
of them have given serviceable limbs. 


( 
The 
FIG. on Th——-t. Old case: forward displacement as well 
as upward. 


In the cases in which extreme swelling and 
blebs are present, it may be wise to apply a firm 
compression bandage for a couple of days be- 
fore reduction, thus making for a more accu- 
rate replacement of fragments, but such delay 
should be minimized as far as may be. 

Cases with associated fracture of the fibula, 
atypical, are treated according to the indica- 
tions. Generally such fractures may be treated 
by traction with tongs in both malleoli. 

Casts are, aS a rule, a very unsatisfactory 
method of dealing with this type of fracture, 
but in eases with a fractured fibula, moulding, 
plus the usual reduction, with the foot in neu- 
tral position and dorsiflexion, is permissible, and 
a cast may be used. It is also proper to apply 
casts after the fracture has begun to solidify, 
usually after three weeks. 

Fixation by open operation is to be thought 
of carefully, because the comminuted mess gives 
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little to work with mechanically. Maintenance 
of reduction has been secured by pinning the 
major fragments of the tibia across to the intact 
fibula with a temporary steel pin. Results are 
sometimes excellent, both anatomic and func- 
tional, but this should not be recommended as 


| 


cases. They are the result of falls from a height, 
and are therefore commonly sustained in in- 
dustry. There has been no teaching as to their 
care, and consequently they have been seen by 
us usually as lamentably crippled end-results, 
presented for possible reconstruction. 


| 


FIG. 12. N——n. 


Case complicated by fibular fracture. Reduced and held by traction. 


Note outline of Thomas splint, toe drop uprights and particularly the outline of the wrappings of the Sinclair 


skate and the lag screw that pulls it down 


a routine treatment, since the marked comminu- 
tion gives little to work with, mechanically. 
lass 1V fractures require more time to se- 
cure a weight-bearing joint than is the case 
in other types, since the weight-bearing surface 
must be built up almost wholly by repair of 
bone. If one gets a really good result in six 
months, it represents an excellent improvement 
on what has been the previous fate of these 


After weight bearing has been initiated, a 
double upright, often in conjunction with a 
slanted Thomas-heel, is used for support. The 
joint in the upright should be pinned as in other 
types, and this pin should be removed only when 
tenderness and pain on motion have decreased 
to a reasonable extent. 

Don’t'be in a hurry in these cases, as a little 
patience will generally be rewarded with a very 
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useful ankle, if decent remodelling has been se- 
cured. 

The classification herewith given relates to 
the major fractures at the ankle joint. For com- 
pleteness sake, one should add a note or two in 


FIG. 13. Type 4. G. H h — inveterate case with dis- 
ability. Returned to near normal by subperiosteal resection 


of the outer malleolus. After operation. 


regard to the more cemmon minor injuries, such 
as sprains with or without ligament damage, and 
tears of the tibia-fibular ligament, not involving 
enough lifting of bone attachments to show in 
the x-ray, also cracks of the external malleolus 
or fractures of the fibula at a higher level. 
Mechanically, none of these are of importance 
save for fibular fractures that show no corre- 
sponding tibial lesion in the skiagraph, but 
are in fact Potts’ fractures of the second 


sort, in which the foot is displaced outward at 
the cost, not of the internal malleolus, but of the 


internal lateral ligament. These cases belong, 
not with cracked fibulas, but in Class I. If any 
ankle fracture shows outward displacement of 
the foot or obvious damage on the inner side, 
even only tenderness, or only ecchymosis, then 
please forget the x-ray and treat it as what it is 
—an outward dislocation,—in Class I. 

One other occasional lesion must be mentioned 
—diastasis. It is not hard to overlook this 
damage, whether it occurs alone or as a com- 
plication of Class I or III, for the gap may not 
be striking. Remember that in a skiagraph, the 
anteroposterior view of the ankle normally 
shows a not inconsiderable overlap of the bones. 
Diastasis may, therefore, be present without 
showing any open gap between tibia and fibula, 
and here lies the source of frequent error. All 
rests with careful inspection of the x-ray. What 
should be obvious is the widening of the mortise. 

Operations most ingenious have been devised 
to remedy this condition. In fresh cases, how- 
ever, the deformity can be reduced by downward 
traction on the foot combined with compressicn 
about the malleoli: the foot should be held in 
varus posture. 

The unreduced lesion is disabling. This con- 
dition must always be considered in diagnosis 
and treatment of ankle fractures. 


CONCLUSIONS AND SUMMARY 


I. Classification of the major ankle injuries 
not as fractures, but as dislocations of the foot 
complicated by fractures, gives a much simpler 
and more practical basis from the standpoint of 
treatment than do the various classifications 
based on the mechanism of production or on 
anatomico-pathological details. 

II. The fourth class of upward luxation 
fractures is a somewhat neglected, rather im- 
portant, class of major injury. The usual 
methods of treatment by fixation with a tibial 
plaster boot usually give very crippling results. 
The optimum treatment consists in pulling the 
foot down, reshaping the mushed tibia as much 
as possible, and holding the foot down by trae- 
tion with a Sinclair skate, a boot, or by skeletal 
traction by means of tongs attached to the os 
caleis. Open operation is justifiable, sometimes 
wise. Early fixation is followed by an ambula- 
tory brace after union is firm. 
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THE DISTRIBUTION OF ARSENICALS BY THE 
MASSACHUSETTS DEPARTMENT OF 
PUBLIC HEALTH* 


BY GEORGE H. BIGELOW, M.D.,f AND N. A. NELSON, M.D.t+ 


CHAUDINN and Hoffmann announced their 

discovery of the Spirocheta pallida as the 
specific organism of syphilis in May, 1905. In 
1907 the principle of complement fixation was 
applied to syphilis as the Wassermann test. In 
1910 Ehrlich produced dioxydiaminoarsenoben- 
zol under the name of Salvarsan. Thus, in five 
years three invaluable means for the control of 
syphilis were discovered,—a method for the diag- 
nosis of early primary syphilis, a serological con- 
firmation of its diagnosis in later stages and a 
therapeutic agent far superior to any previously 
known. The darkfield, the Wassermann test 
and the arsenicals still remain the tripod upon 
which rests the clinical control of syphilis. 

In 1915, Dr. Eugene R. Kelley, then Director 
of the Division of Communicable Diseases of the 
Massachusetts Department of Public Health, in 
his annual report, called attention to the pub- 
lie health problem to be found in syphilis and 
gonorrhea. He predicted that if accurate data 
were available we would be dismayed at the 
prevalence of these two diseases. Even the in- 
complete data which have accumulated since 
1915 warrant that prediction. Syphilis, alone, 


is more prevalent than searlet fever or diph- - 


theria and several times as prevalent as typhoid 
fever and smallpox, in the United States. Gon- 
orrhea is two or three times as prevalent as 
syphilis. 

Dr. Kelley believed that the control of syphi- 
lis depends upon how energetically we follow 
four prineipal lines of attack ;—the use of the 
darkfield for the early discovery of the spiro- 
chete, the more general use of the Wassermann 
reaction, the use of Salvarsan and public educa- 
tion. No better program has been proposed to 
date. 

In June, 1915, the State Wassermann Lab- 
oratory was opened and during the balance of 
the year examined 6,469 specimens of blood. 
In 1916 more than 25,000 examinations were 
made and in 1928, in addition to the thousands 
of Wassermann tests made in city and hospital 
laboratories, the State Laboratory performed 
72,653. 

In 1916 the General Court, by special act, ap- 
propriated $10,000, ‘‘to be expended under the 
direction of the state department of health in 
purchasing dioxydiaminoarsenobenzol and _ its 
derivatives, or other substances of equal or 
greater value in the prevention of the transmis- 
sion of syphilis, or in making investigations as 
to the practicability of manufacturing or in 

*From the Massachusetts Department of Public Health. 


+For record and address of author see “This Week’s Issue,” 
page 787 


manufacturing the same for free distribution to 
boards of health, hospitals, dispensaries, and 
physicians for use within the commonwealth in 
the suppression of syphilis ’? Experiments 
were begun and at the end of the year arsphena- 
mine had been made. Lack of quarters, how- 
ever, delayed manufacture on a large scale, and 
at the end of 1917 only 180 grams were avail- 
able. In 1918 nearly 1800 grams were produced 
and distributed and thereafter the distribution 
of arsphenamine increased rapidly to a peak of 
nearly 26,000 grams in 1923. (Table I and 
Chart I.) 


TABLE I 


DISTRIBUTION IN GRAMS OF ARSENICALS BY THE 
MASSACHUSETTS DEPARTMENT OF PuBLIC HEALTH 


Sulph- Neo- Ac- 

Ars- ars- ars- Total cumu- 

phena- Phena- phena- Arseni- lative 

Year mine mine mine cals Total 
1918 1,762 1,762 1,762 
1919 12,273 12,273 14,035 
1920 15,218 15,218 29,253 
1921 22,112 22,112 51,365 
922 25,250 25,250 76,615 
1923 25,706 25,706 102,321 
1924 16,580 11,320 27,900 130,221 
1925 15,573 16,647 32,220 162,441 
1926 13,036 19,737 32,773 195,214 
1927 14,010 17,230 31,240 226,454 
1928 8,312 16,619 13,134 38,066 264,520 
1929* 9,450 17,805 18,648 45,903 310,423 


*Estimated at rate for six months. 


Sulpharsphenamine became popular at that 
time because of its reported greater penetrabil- 
ity of the central nervous system, its simplicity 
of preparation for injection and because it could 
be given subcutaneously and intramuscularly. 
In 1923 the State began the manufacture of 
sulpharsphenamine in addition to arsphenamine. 
In 1926 distribution of this new product reached 
its peak of 20,000 grams in a year, and the com- 
bined distribution of the two arsenicals totaled 
32,773 grams. 

Space available for manufacture was limited 
and greater production was impossible. <A de- 
mand for neo-arsphenamine was being made. 
It was decided that the three products might 
be purchased on the market more advantageous- 
ly than to provide for further expansion. <Ac- 
cordingly, late in 1927 a favorable contract was 
made for the purchase of arsenicals and the De- 
partment of Health ceased their manufacture. 

Since the beginning of 1928, under this con- 
tract, arsphenamine, sulpharsphenamine and 
neo-arsphenamine have been distributed. More 
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than 13,000 grams of neo-arsphenamine were 
supplied in 1928. ‘The total distribution of the 
three arsenicals was more than 38,000 grams 
last year and at the rate of distribution for the 
first six months of 1929, nearly 46,000 grams 
should be dispensed this year. The total dis- 
tribution of arsenicals by the State since 1918 
then will have reached 310,000 grams, equiv- 
alent to nearly 517,000 doses of 0.6 gram. The 
tendency in recent years, is to use smaller doses, 
0.6 gram being the maximum adult dose of sulph- 
arsphenamine and neo-arsphenamine and 0.4 
gram of arsphenamine. Th«refore, the actual 
number of doses given wil’ be considerably in 
excess of that figure. 

In November, 1928, the physicians of this 
State were informed that the arsenicals would be 
available to them without cost. Previously a 
few physicians had requested and received them 
but no general announcement of their availabil- 
ity had been made. There was an immediate 
response. Distribution to physicians in 1927 
was 528 grams; in 1928 it was 2619 grams (1614 
grams in December) and in six months of 1929 
it reached 4380 grams. Nearly 300 physicians 
are now regular users of the product distributed 
by the State. (Table II and Chart IT.) 


cians will now be more generally disposed to 
continue treating patients who are unable to pay 
the usual fees. 

There are large areas of this state not served 
by clinics. The wublic, misinformed as it 
is, looks with disgr.st upon the victim of syphilis 
even though the infection was acquired inno- 
cently, as is frequently the case. This makes 
the operation of public clinies impracticable in 
small communities, and it is left with the physi- 
cian in rural areas to serve those unable to pay 
as well as those who can pay for treatment. 
Syphilis is a disease dangerous to the public 
health. If it is sound policy to provide free 
clinie service to those unable to pay in the larger 
communities, it should be sound policy to lighten 
the burden placed on physicians in rural areas 
where public clinics are impracticable. 

Syphilis, it has been pointed out, presents a 
serious public health problem. It is important 
that every effort be made to diagnose it at the 
earliest possible moment, to provide prompt and 
adequate treatment, to discover and treat as 
many sources of infection and contacts as pos- 
sible, and to insist upon the proper conduct of 
those infected or otherwise provide for their 
control. The State of Public 


TABLE II 


DISTRIBUTION IN GRAMS OF ARSENICALS TO CLINICS, INSTITUTIONS AND PHYSICIANS BY THE 
MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH 


Arsphenamine Sulpharsphenamine Neo-arsphenamine Total Arsenicals 
Year Clinics Inst’ns Phys. Clinics Inst’ns Phys. Clinics Inst’ns Phys. Clinics Inst’ns Phys. 
1927 13,075 922 13.2 9,812 6,903 515 Not Distributed 22,887 7,825 528 
1928 6,972 1,187 153.4 8,537 6,966 1,116 8,648 3,137 1,350 24,157 11,290 2,619 
1929* 8,096 1,210 144.0 7,806 6,394 3,606 9,850 3,782 5,014 25,752 11,386 8,764 
*Estimated at rate for six months. 
By MoNTHS 
1928 
Nov. 241 180 —- 547 605 16 1,125 362 13 1,913 1,147 29 
Dec.+ 690 66 32 717 712 606 654 264 976 2,061 1,042 1,614 
1929 
Jan. 1,200 98 5 632 594 313 420 336 322 2,252 1,028 640 
Feb. 770 60 4 414 523 177 1,182 213 380 2,366 796 561 
Mar 676 130 3 939 629 313 71 272 292 2,330 1,031 608 
Apr. , 202 70 9 447 676 333 1,068 160 560 1,717 906 902 
May 720 85 39 1,099 411 252 742 239 438 2,561 735 729 
June 480 162 12 372 364 415 798 671 515 1,650 1,197 942 
‘Total 4,048 605 72 3,903 3,197 1,803 4,925 1,891 2,507 12,876 5,693 4,382 
(1929) 


t+Arsenicals generally available to physicians beginning December, 1928. 


Arsphenamine has greatest use in the 
clinics. S I ine and neo-arsphena- 
mine enjoy about equal popularity at present, 
the latter being more generally used by physi- 
cians in private practice. (Table II.) 

We realize that it is impossible to estimate 
the extent to which the free distribution of 
arsenicals has increased its use among physi- 
cians and how much of the distribution is simply 
substitution for material which formerly was 
bought on the market. It is hoped that physi- 


Health and several city and hospital laboratories 
provide adequate Wassermann laboratory serv- 
ice. The Department of Public Health provides 
arsenicals for the treatment of syphilis. It aids 
fifteen clinics for the treatment of those unable 
to pay. It urges the more general use of the 
darkfield for the diagnosis of early, primary 
syphilis when the Wassermann reaction still is 
negative. It provides physicians with modern 
literature on the treatment of syphilis. It is 
attempting to bring to the public and the pa- 
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tient truthful information as to the cause, na- 
ture, treatment and control of this disease. Thus 
it is engaged in carrying out the program writ- 
ten by Dr. Kelley fourteen years ago. 
Without the constant co-dperation of every 
physician who sees or treats syphilis, the attack 
upon this dangerous communicable disease can- 
not be successful. The physician sees the case 
and has before him not only a patient suffering 
with a communicable disease, but the result of 
a contact with someone else previously infected, 


as well as the potential, if not actual source 
of new infections. Innocently infected wives, 
and children born with syphilis constitute an 
unfortunate and seriously large group of such 
satellite cases. So long as a misunderstanding 
and therefore unsympathetic public compels the 
withholding of the name and address of the co- 
dperative patient in the reporting of cases of 
syphilis, the physician will remain the only 
guardian of the public health in early, intimate 
and continuous contact with the case. 


MASSACHUSETTS MEDICO-LEGAL SOCIETY 


A SUGGESTED EXPANSION OF THE MEDICAL 
EXAMINER’S FUNCTIONS* 


BY EDMUND MORRIS MORGAN, A.M., LL.B.t 


HEN Mr. Average Citizen opens his morn- 
ing newspaper and reads of the crimes 
committed during the previous 24 hours, he is 
troubled; when he remembers the numerous 
repetitions of the same sordid story, he is sure 
something ought to be done about it. Some- 
thing ought to be done to enable and compel 
the police to catch the criminals; something 
ought to be done to enable and compel prose- 
eutors and courts to convict them; something 
ought to be done to prevent further offences; 
something which will not require Mr. Average 
Citizen to question the validity of any estab- 
lished institution; something which will sub- 
sume the existing system of ignoring the disease 
and treating the symptoms; something which 
will not require the time and energy necessary 
for the collection of dependable data; something, 
anything, which will not demand the painful 
process of real thinking. Mr. Average Citizen 
ought to be awakened to the fact that no last- 
ing reform in the administration of criminal 
justice can come without a better understand- 
ing of the so-called criminal. He ought to want 
to know whether the man who is guilty of anti- 
social conduct is sick or wicked. He ought to 
desire investigation cn many basic matters. But 
it requires no examination into fundamentals 
and no great mental exertion to appreciate that 
the first step in dealing with any alleged crim- 
inal conduct ought to be an intelligently thor- 
ough and thoroughly intelligent investigation of 
the facts. 

Homicides are now, and for a long time have 
been, generally regarded as the most serious 
erimes. Any well organized government must 
provide for an official inquiry into deaths pre- 
sumably caused by anti-social means. In a mon- 
archy such official inquiry is naturally made by 

*Read before the Massachusetts Medico-Legal Society, Febru- 
ruary 1, 1928. It is based upon, and contains much material 
included in Bulletin 64 of the National Research Council, by 
Dr. O. T. Schultz and Mr. Morgan. 


+For record and address of author see “This Week’s Issue,”’ 
page 787. 


an officer of the Crown. It is not surprising, 
therefore, that the modern coroner has believed 
himself a direct successor of the royal officer 
of the time of King Alfred or of King Aethel- 
stan. Of course historians have demonstrated 
that the rhyming charter of King Aethelstan 
which mentions the coroner is only less mythical 
than the historical fables in the ‘‘Mirror of 
Justices’’ which make the coroner an officer of 
King Alfred. There is no doubt, however, that 
the coroner has ancient enough a lineage. In 
all probability Henry I had a coroner, and cer- 
tainly the records are clear that the office was 
flourishing under King Edward I. The Coro- 
ner’s Rolls, edited for the Selden Society by Pro- 
fessor Gross of Harvard, contain numerous eases, 
and some of them show problems similar to those 
of the modern coroner. For example, take the 
following case from April 29, 1302: 


**Tt happened in a meadow of Barnwell be- 
low Armston under a bridge called Childer- 
bridge on Sunday next before the feast of the 
Apostles Philip and James in the thirtieth 
year of King Edward [April 29, 1302] that 
a certain Oliver of Armston was found dead 
and his neck was dislocated. Amice of Wal- 
ton, who first found him, produced pledges: 
Solomon Raven and William Fulpit, both of 
Armston. Inquest was made before G. of 
Luddington by four neighboring townships, 
towit, Barnwell with Crowthorp, and Oundle; 
Palebrook with Armston was summoned, but 
did not come. The townships say that, as 
Oliver was going from Oundle across the said 
bridge toward Armston on the said Sunday, 
his foot slipped, and, falling from the bridge 
to the ground into the water, he was drowned. 
And they say on their oath that they know 
nothing more about it. An inquest of twelve 
jurors say that the said Oliver, while cross- 
ing the bridge, met some of his enemies, who, 
laying hold of him, dislocated his neck and 
threw him into the water.’’ 


766 


MASSACHUSETTS MEDICO-LEGAL SOCIETY—MORGAN 


N. E. J. of M-. 
October 17, 1929 


In that ancient day the problems presented 
were not at all intricate. And so long as our 
civilization was overwhelmingly rural and agri- 
cultural, the problems of the discovery of crime 
and detection and disposition of the criminal 
were comparatively simple. The institution 
which had served England so long could be used 
by us with comparative safety. When our civi- 
lization, however, became industrial, urban, and 
highly complex, the functions performed by 
the coroner became correspondingly difficult. 
His office did uot develop sufficiently to meet 
the demands adequately and in some places both 
the medical and the legal professions became dis- 
satisfied. The medical profession realized that 
the average American coroner was in no sense 
fitted to determine with scientific accuracy the 
pathological cause of death. The prosecuting 
officer had forced upon him in a very vivid man- 
ner the coroner’s utter incapacity to secure and 
preserve the necessary evidence for the criminal 
trial. Indeed, he not only expected to do all 
the work of investigation; but he thanked God 
fervently if the coroner had not made thorough 
investigation impossible by his preliminary 
bungling. 

Of course, the coroner system still persists 
in the greater part of this country. It even con- 
tinues to function with varying degrees of in- 
efficiency from utter hopelessness to compara- 
tive mediocrity in most of the urban centers 
of this country. The National Research Council 
has recently surveyed conditions in New York, 
Chicago, San Francisco and New Orleans. In 
the three last mentioned places the coroner sys- 
tem still exists. The Survey in New Orleans 
demonstrated if criminal prosecutions were effi- 
ciently conducted in that southern metropolis, 
it must be because a bad beginning makes a 
good ending. The coroner’s office is a political 
job. The equipment furnished him is totally in- 
adequate. He is burdened with duties which 
have no connection with proper determination 
of causes of death. Among other things, his 
office has to make examination of applicants for 
licenses to operate automobiles. In Chicago no 
system could have been better devised to make 
the office a political plaything. 

The contrast between conditions in New Or- 
leans, San Francisco and Chicago, on the one 
hand, and New York, on the other, was startling, 
and impressive. New York, as you know, fol- 
lowing the example of Boston, has the medical 
examiner system. Under Dr. Norris the office 
has been competently organized for instant in- 
vestigation, thoroughness of examination and ae- 
curacy and completeness of records. A supple- 
mentary survey of conditions in Boston demon- 
strated a similarly healthful situation. In both 
cities the co-dperation between the medical ex- 
aminer’s office and the police and district at- 
torney seems of the best. As compared with 


experience in New York and Boston under the 
coroner system, there is no room for doubt that 
from the viewpoint of the administration of 
criminal justice, there is no shadow of excuse 
for continuing the antiquated coroner system, 
and that as a means for determining the patho- 
logical cause of death, the medical examiner sys- 
tem is adequate and satisfactory. 

My proposal, which I make with very great 
diffidence, is that the functions of the medical 
examiner’s office should be tremendously ex- 
panded. In a homicide case the pathological 
cause of death is of supreme importance. Un- 
less that can be made to appear to court and 
jury, all else is vain. Consequently adequate 
provision for accurate and immediate investi- 
gation and determination of this necessary fact 
is a prime requisite in the administration of 
criminal justice. The medical examiner’s office 
meets this demand; but it is never to be for- 
gotten that the pathological cause of the death 
is but one of several essentials. So far as the 
administration of criminal justice is concerned, 
the most perfect functioning of the present med-. 
ical examiner’s office would come to nought if 
police and prosecutor failed to take effective ad- 
vantage of its results. And it must be con- 
stantly remembered that the homicide cases form 
but a small, though very important, part of 
the business of criminal justice. And surely 
the pathologist, toxicologist, microscopist, bac- 
teriologist, medical chemist, and other medical 
experts must be of immense value for purposes. 
other than determining the pathological cause 
of death. And just as surely there should be 
established uniform and routine means of secur- 
ing and utilizing their prompt and efficient aid. - 
Their skill would be of the greatest assistance 
to police, prosecutor, and court at every stage 
of criminal investigation, prosecution and judi- 
cial discussion. Accused, victim, and witnesses, 
each and all, may be proper subjects for expert 
examination. Some elements of a case may not 
require immediate action. As to others, delay 
may be fatal. So far as I have been able to. 
ascertain, nowhere in this country do the police- 
make any systematic use of such aid in non- 
homicide cases. Occasionally if funds are avail-. 
able and the officer in charge realizes the need, 
he calls in some extra expert pathologist, micros- 
copist or chemist. But generally no such ac- 
tion is taken before the prosecuting officer gets 
the case. Were it not for the fact that the vic- 
tim of the crime usually receives expert care 
at some public hospital or other charitable in- 
stitution, such a system would doubtless have 
fallen long ago from the sheer weight of its own 
inefficiency. It is needless to say that to the po- 
lice modern psychology and psychiatry are un- 
discovered countries. They examine witnesses. 
and evaluate their testimony for their own pur- 
poses without any such adventitious aids. 


the existing systems in New Orleans, San Fran- 
cisco and Chicago, and as compared with prior 


It may be objected that there are so many 
rules of law, both substantive and procedural, 
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in irreconcilable conflict with modern medical 
notions, that to enlarge the scope of the medical 
examiner’s office would be useless. Assume the 
truth of the hypothesis, assume that the law 
lags hopelessly in the rear of modern medicine, 
‘does the conclusion follow? It is vital to re- 
‘member that the proceeding in court by which 
the guilt or innocence of the accused is, for so- 
‘eietal purposes, finally determined is but one 
stage in a long process. First is the investiga- 
tion by the police. There are no rules of law 
to prevent the police from receiving or using 
accurate scientific information, medical and non- 
medical. If a competent medical examiner’s 
office should officially advise the police as to the 
physical or mental condition of a living victim, 
or the mental capacity of witnesses, there is 
nothing in the law to prohibit the police from 
making the fullest use of it. To be sure, the 
‘constitutional privilege against self-crimination 
may come into play here on occasion; but it 
-would be no more hampering to the use of sci- 
entifie medical facts than to pertinent facts of 
ther kinds. The prosecuting attorney has a 
wide discretion in determining whether to pre- 
‘sent a case to the grand jury, to file an informa- 
tion, to prosecute, or to take other action. In 
gathering data upon which to make this deci- 
sion, the medical history of accused, victim and 
witnesses may be of immense value; and there 
are no restrictions upon the prosecutor’s sources 
of information. At the trial there may be rules 
applied which prevent or hamper the enforce- 
ment of sound medical ideals. But after the 
trial, particularly where the judge has a large 
discretion in fixing the sentence, the medical ex- 
pert may furnish the most vital data. Conse- 
quently what is needed throughout the adminis- 
tration of criminal justice is a medical examin- 
er’s office with a trained personnel of experts 
in every branch of physical and mental medi- 
cine, whose expert and impartial services should 
be available to police, prosecutor and judge at 
every stage. It is needless to sav that no such 
services are now generally available or regu- 
larly used. The most cursory reading of the re- 
ports of the local investigators of the National 
‘Research Council will disclose that from the 
beginning to the end of a criminal proceeding 
in New Orleans, San Francisco, Chicago. Bos- 
ton and New York there is nothing that even 
approaches what is here suggested. In Chi- 
eago the Municipal Court has a_ psychiatric 
elinie, in Boston psychiatric examination of 
some offenders is provided for, in New York 
and Kings Counties the prosecutor has a medical 
assistant. Otherwise what is done in the way of 
securing and using pertinent medical data de- 
pends entirely upon the exigencies of the par- 
ticular case and the individual notions of the 
officers concerned, as well as upon the funds 
which happen to be at hand. 


CONFLICTS BETWEEN LEGAL AND MEDICAL 
THEORIES 


Now to consider the hypothesis, how wide is 
the breach between medicine and law? It is 
impossible here to deal with the whole question, 
but two outstanding items may be briefly treated. 

First, what disposition should be made of 
the mentally incompetent offender? The med- 
ical profession and the courts disagree. It is 
usually said that they quarrel about what con- 
stitutes mental incompetence. The disagreement 
may be thus phrased, if it be remembered that 
the courts are not concerned with, and are not 
attempting to define, mental incompetence in 
a scientific way. They are attempting only to 
determine whether the mental condition of the 
accused is such that he should be treated in 
a certain prescribed manner. Very many peo- 
ple, including many learned members of the 
medical profession, are prone to regard a law- 
suit as an investigation for the discovery of 
truth. Primarily, it is nothing of the sort; 
primarily it is an investigation for the de- 
termination of a dispute. And the rules which 
are applied in that investigation must be rules 
capable of approximately accurate application 
by the average man. Lawsuits, civil and crim- 
inal, have to be decided in a limited time by 
ordinary judges and ordinary jurors. The kind 
of rule that can be applied, as well as the kind 
of investigation that can be made, must largely 
be governed by these facts. And considerations 
are applicable under these circumstances which 
would be obviously and instantly rejected in a 
scientific search for truth. The questions for 
the medical man are, what is the mental condi- 
tion of the accused, and, what is its relation to 
his anti-social conduct? The questions for the 
court are, did the accused commit the act, and, 
what effect shall his mental condition have upon 
society’s attitude toward him in view of his com- 
mission of the act ? 

If A damages B’s property, whether B shall 
bear the loss because of A’s abnormal condition 
of mind is a question of adjustment of human 
relationships. Prima facie the answer must de- 
pend upon whether a rule placing the loss upon 
B will work better than a rule requiring A to 
make reparation. In the absence of reliable 
data, the court or legislature must make its best 
@ priori guess and trust to later experience to 
justify it or demonstrate the necessity of change. 
If A constantly conducts himself in an anti- 
social manner, as a matter of pragmatics, it 
may be better to lock him up, or even to de- 
stroy him, regardless of his mental condition. 
It may be better, in the existing condition of 
society with its limited facilities for caring for 
human derelicts, to take action that would be 
wholly unjustified in Utopia. If, however, it is 
determined that mental condition is a factor to 
be considered, then the condition which will ex- 
euse from the usual societal action must be de- 
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fined. And in formulating the definition neither 
legislature nor appellate court can afford to for- 
get that it must be so framed as to be capable 
of application by judge and jury, for until there 
is a complete revolution in the thinking, not only 
of judges and lawyers but of the people in gen- 
eral, a defendant will retain the right to have 
the excuse of insanity submitted to a jury. Such 
a revolution is not in sight, and a long and ex- 
pensive campaign of education will be required 
to pave the way for it. If both legal and med- 
ical professions will look these facts in the face, 
there will be more tolerance by each for the 
views of the other, and there will be more dis- 
position to make a detailed examination of the 
existing situation with a view to determining 
what obstacles lie in the path of progress. 
Present conditions in the jurisdictions sur- 
veyed are about as follows: In all of them 
the mental condition of the accused at the time 
of the act, at the time of trial, after trial be- 
fore sentence, and after sentence may come in 
issue. Mental condition at the time of the act, 
when presented as a defense, must be tried by a 
jury. To deprive the defendant of such trial 
would require a constitutional amendment. It 
must, therefore, be accepted that the test of 
legal responsibility for such act will be applied 
by a jury for an indeterminate time in the fu- 
ture. There is no hope of supplanting the jury 
by a commission of experts against his will; and 
in the present state of public opinion to sug- 
gest that a body of experts should be authorized 
to acquit an accused but not to convict would 
be quixotic. In California, Louisiana and New 
York, an accused is legally responsible if at 
the time of the act he had sufficient mental ca- 
pacity to know the nature and quality of the 
act and to know that the act was wrong. This 
is called ‘‘the right and wrong test,’’ and it 
excludes the defense of irresistible impulse. In 
Illinois the accused is responsible only if he 
knew the act was wrong and was mentally ¢a- 
pable of choosing either to do or not to do the 
act and of governing his conduct in accord with 
his choice. In other words, Illinois recognizes 
the additional defense of irresistible impulse. 
Of course, no well-informed lawyer believes for 
a moment that these are exclusive or even proper 
tests of mental capacity. But a great percent- 
age of bench and bar do believe that the applica- 
tion of these rules will produce better social 
results under our system than the tests which 
the medical profession, or its more progressive 
members, would substitute. The issue, then, is 
not upon the test of mental capacity as a sci- 
entific fact, but upon the test of mental capacity 
to be applied by a jury as a measure of individu- 
al responsibility to society for one’s harmful 
acts. The question is not one of morals or of 
science; it is a purely practical question of so- 
cial engineering under existing conditions. Of 
course, moral ideals and scientific discoveries 
are going to have a bearing upon the answer. 


That medical science has not yet had a greater 
influence is not due entirely to judges and law- 
yers, but partly to the disagreement among the 
medical scientists themselves and to the unwill- 
ingness of some of their leaders to recognize that 
the problem of the law is not necessarily iden- 
tical with the problem of medicine. Education 
alone will bring harmony. And it is suggested 
that a most effective means of education would 
be provided by an extension of the medical ex- 
aminer’s office and functions. 

If the mental condition of the accused at 
the time of trial is raised, the question is whether 
he has sufficient mental capacity to advise his 
counsel in the conduct of his defense. Here no 
constitutional restriction applies. The issue may 
properly be tried other than by jury. In Illinois 
and California a jury is required by the pres- 
ent practice. In New York and Louisiana the 
question is referred to a commission of experts. 
In New York if the experts find the accused 
incompetent, the trial is suspended until restora- 
tion to capacity. In Louisiana the report of the 
commission is merely advisory to the judge. It 
seems obvious that the New York plan is much 
the best of the three, and its adoption would 
require only statutory enactment. That the 
testimony, even of impartial experts, may not 
carry conviction when they attempt to place 
their opinions upon isolated instances of con- 
duct is demonstrated by a recent decision in 
Louisiana. An aged man, formerly prominent 
in business and of good family, was charged 
with criminal assault on two young girls. His 
lawyers asked for a lunacy commission, and 
the’ trial judge granted the request. The com- 
mission reported the accused insane and two 
well-known alienists of New Orleans corrobo- 
rated the commission. Nevertheless the trial 
judge found the accused sane and ordered him 
to trial. For this action he received editorial 
commendation of a prominent newspaper : 


‘* Judge Reid did an unordinary thing. He re- 
jected the report, declined to accept the testi- 
mony of the alienist as binding, ordered the 
prisoner to stand before the bar and plead, and 
set an early date for his trial for life. 

** “By exactly the same criterion by which the 
accused has been described as ‘insane,’ said his 
Honor, the Court would be found insane. If 
the peculiarities of even the most normal man 
are taken in a lump to the exclusion of other 
evidence, that man will be found insane’. ’’ 


The Supreme Court affirmed the decision; and 
the same newspaper editor above quoted, said: 

‘We do, however, welcome the decision of the 
Supreme Court as distinctly in the interest of 
society. It will encourage judges to disregard 
flimsy pleas of insanity by which men and women 
all over the country too frequently defeat the 
ends of justice’’. 


Sarcastic comment would be easy. The inci- 
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dent is illuminating, however, as bearing upon 
the magnitude of the task of educating intelli- 
gent public opinion upon this medicolega! prob- 
lem. 


If the accused is convicted, and after convic- 
tion but before sentence, or after sentence and 
before execution, his mental competence is dis- 
puted, the question is whether he is capable 
of understanding the nature of the proceedings 
against him, what he was tried for, the purpose 
of his punishment, and impending fate, and has 
sufficient mind to know the facts which might 
exist which would make his punishment unjust 
and to convey such information to the court or 
to his attorney. The procedure is the same as 
in the ease of a claim of ineapacity to be tried. 


It seems reasonably clear, then, that while 
progress toward agreement between law and 
medicine as to the test of mental competence at 
the time of the act is likely to be very slow, 
there is much more probability of advancement 
toward harmony as to the capacity of an ac- 
cused to be tried, sentenced or punished. And 
again it seems too clear for argument that the 
suggested expansion of the medical examiner’s 
duties would speed the day. With impartial 
official expert advice instantly available to prose- 
eutor and judge there would be little disposition 
to try, sentence or punish the mentally incom- 
petent. Legislative action, without constitu- 
tional amendment, would be effective to establish 
a rational routine procedure. And it seems 
reasonable to expect that where the really in- 
competent were not put to trial, the sham de- 
fense of insanity would receive short shrift from 
judge and jury. 


Discussion 


Dr. Hunt: The last thing Mr. Morgan spoke 
of impressed me—the testimony in court of med- 
ical examiners has come to be more or less ac- 
cepted by both sides of the controversies. I 
have not had the experience of some other men 
here, but I think I can say here that in Wor- 
cester County the work of Dr. Baker, who is 
my chief there in the medical examiner’s work, 
has been of such high grade that since about 
1910 I do not recall any major criminal case in 
which the medical examiner has figured that the 
defendants have asked for contra testimony. 
The testimony of the medical examiner has been 
accepted by both sides by agreement. That 
seems to be an approach to an ideal condition, 
namely, State employment and not a contro- 
versial matter where the defendant can send 


to New York and get such testimony as he 
wants. 


Dr. Macratu: I have listened with very deep 
interest to Prof. Morgan’s address. I am heart- 
ily in sympathy with these principles, or the 
object which he has in mind, and I hope in time 
the right sort of machinery may be built and 


put into service to accomplish those objects. But 
I am not at all clear that the office of medical 
examiner, as it originated in this commonwealth, 
is that machinery or is any part of it. It has 
always seemed to me a most significant thing 
that in the medical examiner law was the pro- 
vision for the absolute separation of determin- 
ing the cause and manner of death from the 
responsibility for it. The ancient coroner had 
the responsibility of determining, first of all, 
whether an unlawful act resulted in the death; 
second, who was the offender. The medical ex- 
aminer law split this and the medical examiner 
in the Commonwealth of Massachusetts today is 
absolutely independent of the one charged with 
the responsibility for death and has only to do 
with determining the cause and manner of death. 
All the facts which he gathers by inquiry and 
survey of the locus of the death, put together, 
enable him to form an opinion; whereupon he 
turns his facts over to the judge. He has ab- 
solutely nothing to do with the person who com- 
mitted the crime. 

Now it has further seemed to me that our 
business is solely that of determining, with sci- 
entific accuracy as far as we can, the cause and, 
if possible, the manner of the death. We have 
nothing to do with the respondent at the time 
except as an informant. And so far as I am 
concerned, I never willingly have anything to 
say or ask any question of an individual who, I 
think, is going to be a respondent. Our business 
is finding out all about why a person dies, and 
the more accomplished we are in that work. the 
more we are devoted solely to that kind of in- 
quiry. . . . There are those who are especially 
qualified for this line of work. To extend the 
functions of the Massachusetts medical exam- 
iners beyond the field of the laboratory pathol- 
ogist would extend our activities from those of 
a pathologist to those of a psychiatrist, which 
is clearly impossible; we are not psychiatrists. 
If I understand Professor Morgan correctly, it 
is the type of activity which the student of 
psychiatry or practitioner of it is at home in, 
that is needed. I agree with that fully; it is a 
magnificent idea, but I do not see how the med- 
ical examiner could encompass it... . Could 
not our own Department of Mental Diseases be 
made use of: a flying squadron of specialists on 
the quest of a report, we will say, or under 
any conditions which may be suggested or pro- 
vided for,—go to jails or wherever respondents 
to indictments are, if it has reached that stage 
of the case. 

Our system has worked very well. Professor 
Morgan has referred to New York. Mv good 
friend, Dr. Morris, came over in 1914-15 as mover 
of a committee sent over here to investigate the 
methods employed in Suffolk County. The re- 
sult of his visit was the embodiment in the New 
York law of every bit of what was my practice 
in Suffolk County and they are carrying along 
under a very highly detailed and specified law; 
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it may be to their advantage. I think it greatly 
to our advantage that the law is somewhat vague 
and it is left to our interpretation. The fact 
that we have developed a system here in Suffolk 
County is very largely due to the vagueness of 
the law, the non specific character of it. Of 
course, I am aware that we are all dependent 
upon the authority of the District Attorney for 
making autopsies. Whenever I consider a case 
important, I look inside always with his written 
authority. There are very many such investi- 
gations which have been made where there is no 
presumption, maybe a matter of a person’s own 
act, but the facts are needed to establish that 
final opinion solely by an internal examination. 
What we gather by way of physical facts are 
the basis of our opinion and those facts are 
gathered under the authority of the Common- 
wealth. ... The net result here has been, I 
think, throughout this Commonwealth, activities 
of which we are rather proud. The testimony 
which we give, while it is given in the name of 
the government, is given on our facts and not 
because a district attorney forces them out. I 
have been the means more than once of there 
being no other indictment brought on account 
of the negative character of the physical facts. 

I do feel that the need espoused by Professor 
Morgan is a very real one, but I do not see how 
the medical examiner service of this Common- 
wealth could render expert advice in bacteri- 
ology, chemistry, pathology and psychiatry; it 
would be a physical impossibility in this county. 
To add to our office psychiatrists seems to me 
would be mixing things up. 


Dr. Hunt: Dr. Magrath always helps us to 
keep our feet on the ground and not to spread 
out too much. I think that Professor Morgan’s 
idea is simply perhaps an enlargement of the 
field; he contemplates a wider scope for the 
medical examiner than that of a post mortem 
pathologist. I am sure that such a conception 
as he has would be workable. In our district 
the medical examiners are used quite a good deal 
in minor crimes; for instance, I have examined 
every seminal stain in which there has been a 
question of indicting anyone for many years 
and other things of a medical nature are often 
referred to us as experts in criminal lines. 


Guest: Do you advocate a man, arrested and 
found to be a mental case alone, being put. be- 
fore a jury? 


Proressor Morean: A great many men who 
are mental cases are harmless. Where is the 
insanity to be determined, if not in the court? 
My notion would be simply that when a person 
is arrested charged with anti-social conduct, the 
very first question should be whether that man 
is a case for mental treatment. Your medical 
men ought to be able to say whether that person 
is a person who ought to be shut up, and he 
ought to be kept shut np so long as there is any 


danger of his repeating that offense or so long as 
he is a danger to the community. That is the 
Utopia to which I look. . .. What kind of a 
mental case is this? Did his mental aberration 
have anything to do with the offense which he 
committed? We laymen think that there are lots 
of people that we call maniacs, who are abnormal 
as regards one thing but are perfectly normal so 
far as their objective conduct is concerned to- 
ward others and who commit anti-social cffenses 
which are not connected with the mental aberra- 
tion. I have been told by some students of men- 
tal disease that my hypothesis is all wrong, if a 
man does have a mania the chances are that it 
affects all his conduct. 


Psychiatry is not an exact science. It would 
seem to me that we must put him before a court 
of some sort to determine whether he did the 
forbidden act and then decide whether he should 
go to prison or a state hospital. 


Guest: The Superintendent of our State 
Hospital tells me that not over 10% of the peo- 
ple in that institution of about 1800 are danger. 
ous, all of which would seem to indicate the very 
loose question there is in determining whether a 
man is a mental case. 


Proressor Morean: The notion is that the 
only question for the court is, Did he or did he 
not commit the act? If he did the act, then he 
is to be treated as his mental condition dic- 
tates. Suppose you pick up a person charged 
with an offense, who is in a mental condition 
dangerous to society but whose past history 
was good except for this particular act; it 
seems to me there is no reason for letting that 
person go. On account of the great separation 
of our functions, the police are not interested 
after they find he did not commit the act. We 
should have a bureau of criminal investiga- 
tion. I had just as soon have separate depart- 
ments in the bureau, to have the medical division 
divided into departments each highly specialized. 
My notion is that the place where we lawyers 
and you doctors touch criminal justice, where 
the medical men and the lawyers meet, except in 
very few instances such as the Massachusetts De- 
partment of Mental Diseases, is the medical ex- 
aminer’s office. The lawyers and judges have 
some sense, after all, and if you can show them 
that this office does a fair and square job as 
scientific men, they are going to accept it. The 
trouble with most lawyers is that they have had 
the same kind of experience with expert medical 
witnesses as I have had. 


Dr. MaaratH: I have seen 21 years of serv- 
ice. hen I came into office I was sort of a 
pioneer. I had all sorts of difficulties ahead of 
me, but time and the adherence to ideals and 
the willingness to work have solved them. The 
net result now is that you do not hear in the 
court of this Commonwealth any slurs against 
the testimony on the part of medical experts. 
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Cnarr: Our Secretary gave a very pleasing 
suggestion at the last meeting that we ought to 
carry this 50th celebration right through the 
year and that seemed a very excellent idea, be- 
cause I am afraid very many of us will not be 
here when we celebrate the next 50 years; she 
suggested a very pleasant way would be to have 
a visit from the President and perhaps some of 
the members from our sister society in the State 
of Rhode Island. Dr. Skelton will address us on 
the subject ‘‘Why a Medico-Legal Society’’ and 
I am going to ask him now if, after the con- 
elusion of the paper, he won’t ask his colleagues 


to come up front and kindly let us all meet 
them. I hope, too, everybody will stay to our 
little collation so we can get better acquainted. 


Dr. SKELTON: After hearing Professor Mor- 
gan’s discourse of the coroner’s system, I feel 
more at ease as I have recently resigned from 
the office of the crown. My reason for this: 
paper is that Massachusetts has the reputation 
of doing things and I think perhaps, if you do 
some of these things, that we may be able to get 
something through in Rhode Island. I have 
always said it was a pity that Rhode Island was. 


not the tail end of Massachusetts; it should be. 


WHY A MEDICO-LEGAL SOCIETY* 


BY CREIGHTON W. SKELTON, M.D.t 


S a representative of an organization which 

is engaged in a similar line of work, I count 

it a real pleasure to come here this afternoon to 

participate in these exercises—your ‘‘golden an- 
niversary.”’ 

You are to be congratulated on your achieve- 
ments. When medicine and law unite for pub- 
lic welfare, what a vast amount of good can be 
accomplished and what a vast, what an inex- 
pressibly grand opportunity stretches out before 
you, inviting you to penetrate its mysteries and 
solve the problems of this rapidly changing 
world, which seems to be presenting more in- 
tricate ones with every dawn. The basic 
principles on which medicine and law are to 
progress must find their incentive in the little 
problems which constantly confront us, partic- 
ularly is this true in regard to the pernicious 
acts of some of our legislators, who are constant- 
ly offering amendments to our health laws. 

We ought to give greater heed to the little 
things of life and to magnify their importance 
more than we do. Not great experiences, but 
small ones, make the sum of human happiness. 
It is folly to disdain the quarters of an hour of 
enjoyment which frequently come within reach, 
and wait anxiously for a whole holiday. When 
the artist is making a mosaic, he will defeat his 
own end unless he sees the beauty in each bit of 
stone before him, and recognizes its value as a 
contribution to the picture he is building, and in 
like manner, we do ourselves an injustice if we 
fail to see that the little duties which involve 
us are the experiences out of which great things 
in medicine and law are shaped. We need 
courage to meet the demands to be made upon 
us, and true courage is based upon knowledge. 
When we know, we may confidently assert. It 
has been impressed upon the mind of intellectual 
people that we stand upon the threshold of a 
new age, and we see this wherever we turn. We 

*Read before the Massachusetts Medico-Legal Society, Febru- 
ruary 1, 1928. 
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need men of larger brains and power, for we can 
no longer look back to the period of the sailing 
vessel and the stage coach. The new age is here, 
and I believe the time is rapidly approaching, 
if not already present, when an educated con- 
stituency will have no use for a small or corrupt 
man in public office. From my present knowl- 
edge of your medical examiners system, I as- 
sume that you are free of political corruption; 
would that I could say the same of Rhode Island, 
whose system I will later discuss. I quote in 
part from the A. M. A. Journal of October 22, 
1927 on your society, which has been read by 
over 100,000 physicians and I presume, by few 
members of the bar. 

‘‘The Massachusetts Medico-Legal Society 
may wel! be congratulated on its record, as it has 
been and is an important factor in maintaining 
a superior medico-legal service for the state. 
For the country at large it is the outstanding 
example of a successfully organized effort to ad- 
vance medico-legal knowledge and practice. For 
various reasons, forensic medicine in the United 
States remains largely in a rudimentary and 
unorganized state. Under the archaic system of 
county coroner which still prevails in most 
states, the routine practical medico-legal work 
is entrusted for the most part to political spoils- 
men who have not the required fitness or interest. 
for their task. The standards of post-mortem 
examinations and records in most places are dis- 
gracefully low. There has been and is a lack 
of interest on the part of officials, physicians 
and lawyers in building up the various depart- 
ments of forensic medicine, which consequently 
falls far short of its possible social value. The 
selection and payment of so-called expert wit- 
nesses by litigants is a most serious obstacle to 
progress and it is true that ‘‘the uncertain and 
contradictory character of expert testimony has 
weakened its force and effect Jin the trial of 
causes. With the single exception of the Massa- 
chusetts Medico-Legal Society and its journal, 
there are apparently no societies or periodicals 
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of any consequence devoted to medico-legal prac- 
tice and research. A few textbooks on forensic 
medicine have been published, it is true, but in 
other respects the contributions to the subject 
are scanty and scattered, and show, with notable 
exceptions, little evidence of fruitful research. 
In the medical schools the formal teaching in 
this field is perfunctory and, as a rule, wholly 
didactic; as yet no effort has been made in any 
of our universities to co-6rdinate and develop ac- 
tively the medico-legal instruction in their 
schools of law and medicine. Finally, this in- 
dictment may be closed by emphasizing that the 
provisions for the work in medico-legal practice, 
in the larger sense, are everywhere utterly in- 
adequate. There is, in this whole country, not a 
single fully equipped and adequately manned 
medico-legal institute. Medico-legal problems 
are not, however, diminishing in number or in 
importance and there is increasing need for bet- 
ter and better medico-legal work and for a more 
active development of forensic medicine in the 
United States. The situation demands not only 
replacement of the coroner system by one far 
more effective, such as the Massachusetts system, 
but also the establishment of fully equipped 
medico-legal institutes designed to meet the 
needs of city and state.’’ 

This is an excellent article and should be given 
your immediate consideration for it contains 
much food for thought. 

The question of expert testimony is at pres- 
ent before the American Bar Association and 
also before the House of Delegates of the A. 
M. A. It is a most serious problem, concerning 
law as much as medicine and should furnish an 
excellent topic before a medico-legal society. I 
believe, however, that the solution of this prob- 
lem is at hand and that the expert witness will 
be appointed by the Court, upon the recommen- 
dation of the House of Delegates of the various 
state medical societies. The question of so- 
called ‘‘ambulance chasing’’ is an abomination 
and is before the N. Y. Bar Association at the 
present time. As for a Medico-Legal Institute, 
I know of no better seat of learning to handle 
that question than right here in your own state. 
I also believe that the states of Massachusetts 
and Rhode Island should be under an eduea- 
tional system similar to that of New York,—a 
Board of Regents. Such a system would elim- 
inate your two class ‘‘C’’ medical schools in 
this state and politicians would no longer med- 
dle with medical laws. Most of the larger states 
are adopting the regent system. 

Now a word about Rhode Island. Article 2 
of the constitution of the Rhode Island Medico- 
Legal Society read as follows: ‘‘Its objects 
shall be the investigation, study and advancee- 
ment of medical jurisprudence, particularly as 
related to crime and its punishments, the pub- 
lic morals, health and welfare.’’ I am sorry 
to admit that there has been a lack of interest 
on the part of our society in forensic medicine. 


This is due to various causes. Rhode Island, 
as you know, is a small state. Ex-Governor 
Stokes of New Jersey, talking before a large 
Masonic audience last February, made the fol- 
lowing statement,—‘‘ You have a wonderful lit- 
tle state; from the size of my audience I think 
the whole state is here; you have five counties 
when the tide is out, three when it’s in; vour 
whole trouble here is that you are one big fam- 
ily, everyvody knows everybody else.’’ This, 
in part is too true, it is as difficult to have a 
law passed in our state’for public health and 
welfare as it is to enforce prohibition, and that 
is some problem. 

The investigation of violent deaths of human 
beings in Rhode Island is as different from vour 
system here as day is from night. Providence 
has three medical examiners; every city and 
town has one each. The police report all deaths 
by violence to the medical examiners, who hold 
their office by political appointment; we have 
no district attorneys. We should have them. 
The Medical Examiner may or may not hold 
an autopsy. If, in his opinion, death is due to 
violence and an autopsy confirms his opinion, 
the case is turned over to the coroner for in- 
vestigation. Having recently retired from that 
office I am able to speak first hand. The coroner 
issues summonses through the police for all wit- 
nesses; he is required to write all his questions 
and answers in long hand, which may require 
several days’ sitting. He is the judge and jury 
and at the conclusion of testimony renders his 
decision, which is filed with the Clerk of the 
Court. I was never invited to an autopsy, I 
presume for various reasons. Only once was 
I approached as to my decision and the poli- 
tician promptly discovered I was born with a 
spine. <As regards the office of coroner and 
my opinion of the same, I would refer vou to 
an excellent article on this subject by Dr. Leary 
of your City, in the Journal of the A. M. A., 
August 20, 1927. It is well worth reading. — 

To abolish the office of coroner in Rhode Is- 
land would be a most difficult task. It should 
be done. All our political, social and industrial 
problems are due to a lack of education. 

A year ago, the Providence Journal, backed 
by the Rhode Island Medical Society, made an 
effort to have our State Board of Health abol- 
ished, and to adopt a Commissioner of Health 
system similar to that of your state. At the 
meeting of the State Medical Society, every 
member present, except two, voted for it. 
Despite that fact, the legislators would not lis- 
ten to us. Seven members of the Board are 
appointed by the Governor; this is a political 
berth. No one on the Board knows anything 
about health laws except its secretary, Dr. Rich- 
ards. Their appointment to the Board is as 
sacred to them as your cod is to Goodwin. 
Through the efforts of Dr. Richards, secretary 
of the Board, we finally had passed, three vears 
ago, one of the best medical practice acts of all 
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the states. This was brought about mostly 
through Rhode Island’s being the ‘‘dumping- 
ground’’ for your two low-grade medical schools 
now fostered by state authority. I have the 
highest regard for your medical examiners sys- 
tem; you may well feel proud of it. The med- 
ical profession recognizes the distinguished serv- 
ices rendered your state by Magrath and your 
present Leary; through their ability, Suffolk 
County has long since been put on the medico- 
legal map of this country. There should be a 
Medico-Legal Society in every state in the Union. 
Medicine and law, working together in the spirit 
of fraternity for public welfare, public health, 
public morals, should be the incentives which 
are necessary to the best qualities of citizen- 
ship. 

My enthusiasm for a medico-legal society 
knows no bounds. We have many problems vet 
to be solved. Among them is the sterilization 
of the mental defectives and criminals. New 
York, New Jersey, Connecticut, California, 
Washington, and many other states have 
adopted this method. It is worthy of immedi- 
ate consideration. Again, no person should be 
pauperized through illness, by being sent to the 
State Almshouse for treatment, as we do in 
Rhode Island. To the shame of our state, we 
have no hospital for incurables. There should 
also be a most stringent amendment to our mar- 
riage laws in every state in the union, for the 
feeble-minded question is a most serious one. 
Humphrey, writing in McNaught’s Monthly, 
makes the following statement: ‘‘In the Bos- 
ton schools alone, on official count, there are 50 
per cent. more mental defectives than are con- 
fined in all the state’s institutions for feeble- 
minded, both public and private. On the 
broader program of sexually segregating the 
mentally unfit to protect the life-blood of the 
race, this country has scarcely made a begin- 
ning; meantime, they are multiplying beyond 
any possibility of segregation’’. I differ with 
him in many respects; he is too pessimistic. 
There is no sunset for those whose eyes are so 
dim that they refuse to see, yet in another para- 
graph he states: ‘‘True race-betterment, like 
the improving of any other species of animal or 
plant, is fundamentally a matter of right breed- 
ing’’. This is just what marriage laws will ulti- 
mately accomplish. We spend more time and 
money and give more serious thought to the 
rearing of cattle and dogs than we do to human 
beings. Another serious problem that confronts 
us is the conduct and demeanor of some of our 
eminent psycho-analysts. I believe that pub- 
lie opinion is rapidly becoming antagonistic to 
them. Some of them are so narrow-minded and 


so crooked that it would be difficult for them 
to hide behind a cork-screw; an excellent cartoon 
on this subject was in the New York Herald- 
Tribune January 23. I am also an advocate of 
a law, similar to that in New York State, where- 
by no person shall use the prefix ‘‘Dr.’’ to his 
name unless he has received the degree of M.D. 
This is a much abused title. Pennsylvania and 
New Jersey are now considering it. There is at 
present before the Rhode Island legislature a 
bill granting this privilege to opticians. Now 
a word about the emblems on physicians’ ears. 
Is it not time that we should adopt what seems 
to me the only real one for a physician,—that 
of the American Medical Association which com- 
bines the green cross with the letters M.D. on 
a gold background; this is registered and is 
sold only to members. In Rhode Island den- 
tists, chiropractors, veterinarians, osteopaths, 
and chiropodists use the green cross and the 
caduceus. I attribute their use or rather abuse, 
to a lack of education on the part of these cults. 
I cannot conceive how a person possessed with 
as much intelligence as a fishworm could so far 
forget himself as to oppose the passage of a 
law that would ultimately benefit our future 
generations. We must not suffer from a lack 
of indifference. 


To enumerate the influences of a Medico-Legal 
Society for public morals, health and welfare, is 
beyond the limitations of this paper. If I have 
given you any food for thought, I shall feel 
that I have spent my time well. With all 
the feelings that belong to me at this moment, 
I make this statement: the man who is not con- 
scious of an obligation to leave something better 
in this world at his death than was to be found 
there at his birth does not understand the high- 
est purpose of life. 


Cuatr: I wish to speak of one thing: there is 
the ever-present problem in our society about 
getting in the dues. The Secretary has pre- 
sented me with a list of some gentlemen who 
are a bit behind and I would only just like to 
ask those gentlemen if they will not please think 
of that matter between now and the annual 
meeting. As it happens, some of our very val- 
ued members are on that list and we just hope 
they will stay with us and help us as they have 
in the past. 


Voted to extend a vote of thanks to both Pro- 
fessor Morgan and Dr. Skelton for the able, in- 
teresting and excellent addresses delivered. 


Cuair: We have one more thing to be thank- 
ful for—our beloved Dr. West is back with us. 
Meeting adjourned at 4:35 P. M. 


174 PROGRESS IN 


PSYCHIATRY—CORIAT 


N.E. J. of M. 
October 17, 1929 


MEDICAL PROGRESS 


PROGRESS IN PSYCHIATRY 


BY ISADOR CORIAT, M.D.* 


HOSE physicians who wish a brief, but com- 

prehensive and detailed compendium of the 
advances in modern psychiatry, are referred to 
the volume entitled ‘‘Recent Advances in Psy- 
chiatry’’ by Dr. Henry Devine (Blakiston, 
1929). This volume is written from a strictly 
medical point of view and discusses the various 
psychoses, from the standpoint of causation, 
fundamentals, theory and treatment, and in ad- 
dition it furnishes a brief outline of the modern 
concepts of the biogenetic psychoses from the 
standpoints of physique and psychological types 
and also of psychoanaylsis. The Eleventh Inter- 
national PsychoAnalytical Congress at Oxford 
(New ENGLAND JOURNAL OF MepIcINg, Sept. 5, 
1929) and also the Ninth International Congress 
of Psychology at New Haven, furnished many 
contributions of psychiatric interest. 

Within the last year, the German Research 
Institute for Psychiatry at Munich, was dedi- 
eated and the Kraepelin medal was bestowed 
upon Prof. Oskar Vogt, director of the Kaiser 
Wilhelm Institute for Brain Research, for his 
investigations on the cerebral cortex. This new 
Psychiatrie Institute was made possible by 
gift from the Rockefeller Foundation. The ob- 
ject of the Institute is the investigation of the 
structure and functions of psychopathological 
phenomena by the methods of natural science 
and the combatting of mental diseases with the 
results. Professor Plaut’s dedicatory speech 
outlined some of Kraepelin’s fundamental con- 
ceptions concerning the functions of a Psy- 
chiatric Research Institute and pointed out how 
personally stamped it was with the name and 
ideals of its founder, like the Pasteur Institute 
in Paris and the Koch Institute in Berlin. He 
stated that it is only very recently that psy- 
chiatry has become a specialty which can be 
classified among the natural sciences. The New 
York State Psychiatrie Institute will soon open 
the doors of its new building and in connection 
with Columbia University will offer graduate 
courses to physicians in psychiatry, psycho- 
analysis, criminal psychology, the psychology of 
the personality, maladjustments in childhood, 
mental hygiene, dynamic psychology and nsveho- 
pathology. 

Dr. Adolf Meyer’s Presidential address before 
the American Psychiatrie Association (Ameri- 
can Journal of Psychiatry, June, 1928) outlined 
the history of psychiatry during the last thirty- 
five years in the United States. Dr. Mever 
again emphasized the need of practical training 
in psychiatry along the lines of the best possible 
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curricula and the development of a consensus 
compatible with the natural sciences. He sug- 
gested a Committee to outline a plan for attain- 
ing in the various fields of neuropsychiatric 
work what the British aim at with their diplomas 
in mental medicine. 


THE NARCOLEPSIES 


This subject is discussed in detail by Dr. S. A. 
K. Wilson (Brain, Vol. LI, Part I, 1928). At- 
tention has been directed in recent years in an 
increasing degree to the problems presented by 
disorders of the function of sleep, influenced 
largely by the widely-spread incidence of epi- 
demic encephalitis. The term ‘‘narcolepsy’’ has 
been employed for more than forty years to 
signify in a vague manner any clinical variety 
of paroxysmal diurnal sleep or of prolonged 
sleep states in psychoses, or in hysteria or other 
psychoneuroses. 

The clinical symptoms of narcolepsy, range 
from mere dozing to a profound unconsciousness 
or a comatose state. This is not, however, a 
genuine sleep, because a normal subject falls 


a | asleep as a consequence of feeling sleepy, whereas 


the majority of narcoleptics are not conscious of 
undue sleepiness as a prelude to the attack of 
sleep. A second important symptom in the at- 
tacks is loss of muscular tone and power. The 
causes of narcolepsy may be _ psychogenic, 
traumatic, endocrinal, toxic-infective, circulatory 
or the result of brain-pressure. 

The narcoleptic syndrome may exhibit close 
affinities to both epilepsy and catalepsy, so that 
the term ‘‘sleep’’ is vague and inaccurate. 
Greater significance attaches to the toneless, 
powerless, motionless awareness, than to actual 
sleep. 


TICS AND ALLIED CONDITIONS 


A paper on this important and fairly common 
psycho-neurotic condition was presented by Dr. 
S. A. K. Wilson before the British Medical As- 
sociation in 1927. (The Journal of Neurology 
and Psycho-pathology, Vol. VIII, No. 30, Oct., 
1927.) It is pointed out that confusion still 
lingers round the unwieldy and heterogeneous 
group of involuntary movements, many of 
which still stand for clinical entities which have 
not yet been separated into distinctive characters 
and consequently possess no unvarying termi- 
nology. Tics are both clonic and tonic in nature 
and may be defined (according to Meige and 
Feindel), as a co-drdinated, purposive act pro- 
voked in the first instance by some external 

cause or idea, which repetition leads to becoming 
habitual and finally are involuntarily produced 
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in an exaggerated form, intensity and frequency. 
The general symptomatology shows a marked 
variability in the type of motor reaction. A tic 
may be grafted on an abnormal mental state. 
One of its most prominent features is its ir- 
resistibility. Tic-like movements have been ob- 
served following epidemic encephalitis, for 
example, myoclonia and numerous disorders of 
the respiratory mechanism. Behind all tics, 
there lies a psychical predisposition. Tics are 
often associated with mental defects, imbecility, 
schizophrenic and paranoic states. In the ma- 
jority of cases a tic is an expression or outward 
manifestation of an unconscious desire or of a 
desire that is often but half hidden from con- 
sciousness. In the genesis of innumerable tics, 
one of the most prominent features is the seek- 
ing of a pleasurable sensation. 

Any purposive, co-6rdinated act may pass by 
dint of repetition into a habit, an acquired au- 
tomatism and if the purposeless habit assumes an 
exaggerated form and a haphazard incidence, it 
has degenerated into a tic. Movements of de- 
fence against a source of irritation suffice in 
some instances to set in motion the processes 
leading to tic. A tic may also arise on the basis 
of pre-éxisting involuntary movements which 
belong to another class, such as the passing of 
choreic into tic-like reactions. 

The prognosis is dependent on the degree of 
volitional impairment of the patient. In chil- 
dren, some tics are transient and never recur: 
in some adults, persistent treatment may cer- 
tainly effect a cure. The older the patient and 
his tics, the less favorable is the prognosis. Re- 
lapses are not rare, for the predisposition re- 
mains, though its expression in a given tic mav 
be checked. The line of treatment comprises 
general hygienic measures, occasional sedatives, 
hypnosis, suggestive therapy or psychoanalysis 
and treatment by muscular drill and immobiliza- 
tion of movements, termed by the French School, 
re-€ducation. This latter method has justified 
the confidence which has been reposed in it. 

(A further study of the psychogenetic theory 
of tics, can be found in Ferenczi’s ‘‘Psycho- 
Analytical Observations on Tics’’, Chapter XII 
of ‘‘Further Contributions to the Theory and 
Technique of Psychoanalysis.’’ 1926. In it he 
points out that the term ‘‘tic’’ is often used as 
a dumping ground for heterogeneous neurotic 
conditions like the names ‘‘neurasthenia’’ and 
‘‘psychasthenia.’’ According to Ferenczi, tics 
are a form of ego-hysteria, their motor expres- 
sions are obsessive acts and these actions are 
psychic protective measures whose object is to 
guard against the return of certain painful 
thoughts: they are actually physical displace- 
ment substitutes for compulsive thoughts. 
I. H. C.) 


BRIEF ATTACKS OF MANIC-DEPRESSIVE DEPRESSION 


It has been observed by Dr. H. A. Paskind 
{Archives of Neurology and Psychiatry, Vol. 


XXII, No. 1, July, 1929) that in eighty-eight 
of 634 cases of recurrent periods of manic- 
depressive depression, there occurred short 
but definite attacks of a similar depression last- 
ing from only a few hours to a few days. These 
brief attacks may precede or succeed the more 
extensive phases or they may occur independent- 
ly. Many of these brief attacks are overlooked 
or ignored, although they may be repeated for 
decades: their nature is not diagnosed until the 
appearance of the first protracted depression. 
This prevention of their recognition is due to 
the fact that attention is usually focussed on the 
somatic disorders or complaints and consequently 
the diagnosis is made of a gastro-intestinal dis- 
order ‘‘auto-intoxication,’’ disordered liver, 
headache, neurasthenia, nervousness, hysteria or 
a migrainous equivalent. Many of these tran- 
sient depressed cases will use alcohol in order to 
overcome the depressed and inhibited feelings 
and they thus make up a large percentage of so- 
called periodic drunkenness. (Many of these 
cases belong to the group of the anxiety-states. 
Of course, there is some underlying cause (of 
which the patient is totally unaware), for these 
mild depressed attacks, whether they are pre- 


dominantly psycho-neurotic or manifest them- 


selves as predominantly somatic symptoms. 
They are best treated during the free interval, 
preferably by psychoanalysis, in order to de- 
termine the unconscious mechanism at work. 
I. H. C.) 


A NEW THEORY OF MONGOLISM 


According to Dr. R. M. Clark (Journal of 
Mental Science, Vol. LXXV, No.:309, Apr., 
1929), Mongolism is caused by foetal hyper- 
thyroidism ceasing at birth. He bases his view- 
point on the theory that if the known actions of 
hyper-thyroidism on the embryos of animals, as 
proved by feeding experiments and otherwise, 
were at work on the human foetus, the char- 
acteristic features of the Mongol would be 
produced. In every Mongol some endocrine 
disturbance can be demonstrated. 


AMAUROTIC FAMILY IDIOCY 


Several papers on the clinical aspects and the 
histopathology of amaurotic family idiocy by 
Dr. George B. Hassin (Archives of Neurology 
and Psychiatry, Dee., 1924 and Dec., 1926, 
American Journal of Diseases of Children, Jan., 
1928 and the American Journal of Psychiatry, 
May, 1929) have again concentrated attention 


/ 


on this peculiar and unusual type of brain dis- 


ease, with its mental and neurological features. 
The term ‘‘amaurotic family idiocy’’ is ap- 
plied to a large group of brain disorders, 
associated with idiocy, blindness and peculiar 
changes in the reflexes and in which there are 
more or less definite and characteristic patho- 
logical changes in the central nervous system. 
There are several types of the disease, such as 


‘ 
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the infantile (Tay-Sachs), the late infantile 
variety (Bielschowsky), and the juvenile form 
(Vogt and Spielmeyer). The main pathological 
problem pertains to the nature of the disease 
process: whether it is inflammation, degenera- 
tion or congenital anomaly, a diffuse or a focal 
lesion, whether the entire nervous system is in- 
volved or only certain portions. 

In a study of the histopathology of the in-* 
fantile type, the most striking findings occurred 
in the ganglion cells, in fact, it seems as if the 
entire pathology of amaurotic family idiocy 
centers in these ganglion cells. Particularly 
characteristic are the balloon-shaped, expanded 
cell bodies and dendrites, a cell change typical 
of this disease. There are two peculiar phe- 
nomena noted in the cell changes in amaurotic 
idiocy: one portion of the nerve cell is at the 
height of its development and growth (as shown 
by the normal coloring substance gathered 
around a normal nucleus), while the rest of the 
cell somewhat resembles a nerve cell in an 
embryonic state, before the fifth month of foetal 
life (abnormal cell products, prelipoids or 
lipoids). The cell changes in amaurotic idiocy 
are not acquired, for they are unlike any known 
pathologie or experimentally produced condi- 
tion. Thus the cell changes are endogenous, 
first congenital and later degenerative, and these 
lesions are especially marked in the optic 
thalami. 

A case of the late infantile type manifested 
the clinical picture of decerebrate rigidity. 
This decerebrate rigidity, which was also pre- 
viously described by the reviewer (‘‘Some New 
Symptoms in Amaurotic Family Idiocy,’’ Bos- 
TON MEDICAL AND SuRGICAL JOURNAL, July 1, 
1915), occurs in amaurotic idiocy more fre- 
quently than in any other organic brain lesion 
and such symptoms should therefore suggest this 
disease in all obscure cerebral disorders in chil- 
dren. 

Furthermore, it is pointed out by Hassin, 
that the disease may have a protracted course, 
and the characteristic fundi changes may in 
some cases be absent. It seems, however, that 
amaurotic family idiocy is one of the few mental 
disorders where the clinical and pathological 
features are fairly characteristic, such as: 

1. The changes in the morphology of the 
ganglion cells. 

The infantile form occurs almost ex- 
clusively in Jewish infants, while the late in- 
fantile and juvenile forms were observed in 
Gentiles. 

3. A rather common clinical feature is 
epileptiform manifestations and quite frequent- 
ly decerebrate rigidity. 

4. Practically every case of amaurotie family 
idiocy is associated with changes in the fundi. 


PUERPERAL PSYCHOSES 


In a study of the psychoses associated with 
childbirth, Dr. Eleanora B. Saunders (American 


Journal of Psychiatry, Vol. VIII, No. 4, Jan- 
uary, 1929) points out that while childbirth may 
be regarded as a normal, biological function, a 
psychosis in the puerperal period may be an 
isolated experience or there may be repeated at- 
tacks of mental illness with several children or 
psychoses may occur at other times. Depressive 
reactions with feelings of guilt may follow in- 
duced abortions, but on the other hand, disap- 
pointment resulting from miscarriage, whether 
due to acute infectious disease (influenza or 
pneumonia) or to other non-mental causes, is 
less likely to have a share in mental affections. 
In this study, only those patients who developed 
a psychosis before the end of the first month 
after delivery are included and the following 
conclusions are drawn: 


While the puerperal state does not produce 
any special type of psychosis, it is a new or 
specific experience with new chances for mal- 
adaptation. Associated with it are factors and 
features which affect the patient’s inner adjust- 
ment to a new situation or a specific recurrent 
situation, which must be met with surrender, or 
success in an additional or hitherto unknown 
task. Efforts at prevention or alleviation may 
be enhanced by a closer analysis of the individual 
factors in each case making for mal-adaptation 
and by attention to the stresses of the new or 
specific experience which served as a precivitat- 
ing factor. 

‘‘The element of prognosis in these cases may 
more profitably be associated with individual 
factors as are found in similar types of psy- 
choses in other epochs of life, and not with the 
suggestion that all patients recover when the 
illness is at childbirth: or with the inference 
that no case at this period offers hope of re- 
covery. 

**A survey of the seventy-five cases of psyvcho- 
ses associated with the puerperium gave inter- 
esting features resulting from the coincidence : 

™ In many of the cases there were in the 
onset expressions of conflict about the infant and 
its significance. 

(2) The study does not give evidence of 
definite etiology in toxemia or exhaustion and 
there is little to prove association with endocrine 
disturbances. 

(3) It appears more profitable to refer the 
psychosis of this epoch of life mainly to psy- 
chogenic factors and of these the most important 
seems to be those factors which make for sexual 
mal-adaptation or mal-adjustment. 

(4) It has been generally accepted that there 
is nothing distinctive which differentiates psy- 
choses of the puerperium from corresponding 
types of psychoses at other epochs of life. Ob- 


servations made upon the eases selected in this 
study do not indicate any types of reaction or 
prognosis which differentiate the psychoses of 
the puerperium from psychoses not associated 
with childbirth, except in so far as to affirm that 
in cases of women whose adaptation to the 
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marital relations is satisfactory, childbirth is not 
likely to be found a precipitating factor.”’ 


RECENT METHODS IN THE TREATMENT OF 
GENERAL PARALYSIS 


In a general review of this subject, Dr. Henry 
A. Bunker, Jr., points out (American Journal 
of Psychiatry, Vol. VIII, No. 4, January, 1929) 
that it was stated by Spielmeyer some years ago 
(1913) that theoretically there is nothing about 
the pathological process of paresis which ex- 
cludes the possibility of therapeutic success, 
and the experience of the last few years (try- 
parsamide, fever therapy through inoculation 
with tertian malaria), has tended to support the 
correctness of this earlier viewpoint. As a re- 
sult of personal experiences and of a review of 
the literature, the following results and con- 
clusions are presented : 

‘(1) Of 542 tryparsamide-treated cases of 
general paralysis collected from the literature, 
full remission of mental symptoms and restora- 
tion of the patient to approximately his former 
status occurred in about 35 per cent. 

(2) Speaking generally, some 30 injections 
of tryparsamide usually produce the maximum 
of clinical improvement of which the drug is 
capable in the given case, but upwards of 100 
injections are often necessary to modify mate- 
rially the strength of the Wassermann reaction 
in the spinal fluid. 

(3) Of 2460 malaria-treated cases of general 
paralysis collected from the literature, a full 
remission occurred in about 27 per cent., with 
the production of an incomplete remission in an 
additional 26 per cent. 

(4) Malaria, unaided by supplementary 
specific treatment, is capable of a very definite 
influence upon the spinal fluid pathology; but 
this influence, especially as regards the Wasser- 
mann reaction is very gradual in its manifesta- 
tions. 

(5) Women seem to respond less success- 
fully to malaria treatment on the whole than 
do men; but it is possible that this difference be- 
tween men and women patients is more appar- 
ent than real. 

(6) The seeming arrest of the disease proc- 
ess effected by malaria may be of protracted 
duration. Such a status characterized three out 
of eight patients at the end of six and one-half 
to seven and one-half years, 13 out of 25 pa- 
tients at the end of nearly five vears, and 21 out 
of 29 patients at the end of four to five vears.”’ 


CONSTITUTIONAL PSYCHOLOGICAL FACTORS IN 
FUNDAMENTAL PSYCHOSES 


In a previous ‘‘Progress in Psychiatry’’ 
(Boston Medical and Surgical Journal, Dee. 16, 
1926) there was given a summary of Kretsch- 
mer’s work on the inter-relations of physique 
and character in the psychoses. This work has 
opened up new vistas in clinical psychiatry and 
is particularly valuable for an understanding 


of the personality traits in the _ biogenetic 
psychoses, that is, the manic-depressive (or 
eyclothymic) reactions and the schizophrenic 
(or schizoid) reactions. These contrasting psy- 
chological types have been called by various 
names, such as extroversion and introversion, 
schizoid and syntonic, shut-in personality, 
schizoid and cyclothymic. The entire question 
was again discussed at Berlin during 1927, at 
the Medical Congress for the Sexual Sciences. 
A dynamic interpretation of these character 
types and their significance for psychiatry has 
been given by the reviewer. (Am. J. Psychiatry, 
Oct., 1926.) 

The question is again taken up by Dr. H. 
Lundholm (Journal of Nervous and Mental Dis- 
eases, Aug., 1926 and Nov., 1928), and the fol- 
lowing conclusions drawn: 

‘*T. Manie-depressive insanity is predisposed 
by strong E (egocentric) tendency in combina- 
tion with the cycloid trait. The manic-depres- 
sive personality may also possess the A (altro- 
centric) tendency, although this is weaker than 
the former. 

II. Schizophrenia or dementia praecox is 
predisposed by strong E-tendeney in combina- 
tion with the schizoid trait. If an individual 
having these characteristics is, in addition, fur- 
nished with a strong cycloid trait, which. aceord- 
ing to the theory is possible, his psychosis may 
show signs of a mixture of manic-depressive 
disorder and schizophrenia, a clinical picture 
that is occasionally seen. 

III. Hysteria is predisposed by the schizoid 
trait alone in a person with proper balance be- 
tween the A- and the E- tendency. The strong 
A-tendency will in this individual prevent a 
widespread injury and conflict due to friction 
with environment on extensive stretches of his 
line of activity, and consequently dissociation 
only needs to be partial. 

IV. Neurasthenia is predisposed by a strong 
E-tendeney combined with the eyeloid trait. 
This brings neurasthenia very close to maniec- 
depressive disorder. This similarity is repeat- 
edly brought out clinically. Diagnosticians 
mental hospitals often find it difficult to dis- 
tinguish neurasthenia from certain mild forms 
of manic-depressive depression.’’ 


INTERPRETATION OF INVOLUTIONAL DEPRESSION 


The meaning of the conduct of a depressive 
psychosis has attracted the attention of many 
observers. Freud (1917), pointed out the rela- 
tionship of mourning and melancholia, a rela- 
tionship which seemed justified by the general 
picture of the two conditions, such as, that ex- 
citing and external influences in life can be the 
same in both and in both too, there is a de- 
pressed feeling for a genuine or fancied loss. 
Stimulated by Freud’s work, Abraham (1924) 
published a detailed monograph on the under- 
lying mechanisms of the manic-depressive dis- 
orders. 
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Dr. Gerald H. J. Pearson (American Journal 
of Psychiatry, Vol. VIII, No. 2, Sept., 1928), 
points out that although there is a superficial 
similarity among patients suffering from de- 
pression, the individualization of the content of 
their psychosis is quite striking. Because re- 
corded studies of this nature are quite few, he 
analyzed four male patients with depressions in 
the involutional period of life and drew the fol- 
lowing conclusions : 


‘A study of the productions of four cases of 
depression, three of involutional melancholia 
and one in the involutional period with a seventh 
attack of manic-depressive psychosis is reported. 
These productions seem to indicate that the fol- 
lowing mechanism produces the attack of de- 
pression. A precipitating situation arises in the 
patient’s life whereby his ego receives a wound 
and the carefully built up compensations over 
many years fail. This precipitating situation 
reactivates a similar childhood situation and 
causes a regression of the libido to a more infan- 
tile level—one of oral eroticism. At this level 
the differentiation between subject and object 
is vague. The object seems to have signified the 
ego-ideal—the inhibitions—and this projection 
of the ego-ideal on the object seems to have made 
it possible for the ego to incorporate it (devour 
it) into a subordinate position where the hate 
element in the libido strivings can be vented on 
it. The patient flees from the precipitating 
situation into the psychosis and in the psychosis 
ean give full play to his infantile hate against 
the object, his ego-ideal and his inhibitions, but 
by doing this he increases his guilt which he is 
able to satisfy by punishing his ego for its sub- 
ordination of the ego-ideal.’’ 


NARCISSISM IN THE PSYCHOSES 


Neurotic and mental disorders may be divided 
into the transference types, which comprise the 
obsessional neuroses, the benign depressions and 
excitements and the hysterical symptom-com- 
plexes and the narcisistic types, under which 
are classed schizophrenia, paraphrenia and 
paranoia. From the standpoint of prognosis 
and psychotherapy, narcissism has assumed an 
ever-increasing importance and has led to new 
theories of interpretation and new methods of 
treatment. 

Dr. Mary O’Malley (PsychoAnalytic Review, 
Vol. XVI, No. 3, July, 1929), selected a group 
of narcissistic psychoses from a number of psy- 
chotic women and as a result of her studies 
presents the following summary : 

‘*While narcissism is a normal, constructive 
force in the personality, an excess or decrease of 
this element is a pathological expression, a com- 
pensatory inferiority reaction, or of libido fixa- 
tions at lower integrated levels. In the psycho- 
analytic treatment of these cases the following 
peculiarities must be observed: The same meth- 
ods may not be applicable to the analysis of 


psychoneurotie and frankly psychotic patients. 
In treating the psychoneurotic patients by psy- 
choanalysis it is found that there has been a 
faulty construction of the ego-ideal, but general- 
ly the patient, with the assistance of the analvst, 
has sufficient forces within himself to build up 
an ego-ideal. Under these conditions the duty 
of the analyst is to bring forth repressed ma- 
terial and reconstruct the personality including 
the ego-ideal, in accordance with a reality 
principle. 

‘In the patient with a psychopathic personal- 
ity there is a weak ego-ideal. This maladjusted 
class of patients cannot be reached by psycho- 
analysis because of the excessive self-love and 
inability of the patient to transfer the libido to 
a love-object or to accept any principle of reality 
consonant with social well-being. 

‘‘In the psychotic patient there has been an 
extensive injury to and sometimes destruction 
of, the ego-ideal with consequent regression. The 
narcissistic forces have been hampered or de- 
stroyed and the patient does not always have 
the capacity to restore or rebuild his ego-ideal. 
Therefore, these patients require assistance in 
just this direction. A reconstruction of the per- 
sonality in these cases takes place by means of 
an educational process similar to that given to 
children. In the psychotic patient many of the 
repressions have arisen into consciousness pro- 
ducing the abnormal behavior symptoms, and in 
treating these cases the instinctive forces must 
be recognized, dealt with and directed into 
socially acceptable channels. This involves 
analysis of the ego-ideal. Psychoanalytic suc- 
cess with psychotic patients depends on the 
degree to which these patients can be made to 
understand the real motives behind their svmp. 
toms and can be brought to consciously correct 
their behavior in the direction of socially ac- 
ceptable standards.”’ 


PSYCHIATRY AND PSYCHOANALYSIS 


Th. Van Sehelven (International Journal of 
PsychoAnalysis, Vol. X, Parts 2-3, Apr.-July, 
1929) observes that in recent years the attitude 
of psychiatrists to psychoanalysis has gradually 
altered. He quotes Freud who states that psy- 
choanalysis stands to psychiatry more or less as 
histology does to anatomy. In this relationship 
the psychic motivation of the mental disorder 
ought to be primary and the clinical picture 
secondary. The psychophysical problem is the 
most important in psychiatry and the view taken 
of this problem causes the split into different 
psychiatric schools. The meeting place of psy- 
choanalysis and psychiatry is in the psychology 
of the psychoses. The various viewpoints are 
summarized as follows: 

‘‘The psychoses are and must remain condi- 
tions which have both a psychic and a physical 
side. Both sides are present in every psychosis. 
Probably nobody would regard the acute delir- 
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ium in typhus abdominalis or smallpox as psy- 
echogenic, although the patient’s psychie struc- 
ture before the outbreak of the illness will not be 
without influence on its manifestation. Con- 
versely, a case of melancholia may appear purely 
psychogenie, it is doubtful if anyone would as- 
sert positively that it is so. Always we find the 
same thing—every psychosis is at once somatic 
and psyehie. Both its inception and cure may 
appear to proceed from the one side or the other. 

‘‘The attitude of the psycho-analyst to psy- 
chiatric cases resembles that of the historian to 
ancient ruins. They are fragments, more or less 
obliterated or fallen to pieces, which arvuse the 
interest. The psychiatrist, on the other hand, 
has no more interest in psycho-analysis than the 
archaeologist in historical traditions. The 
monument interests him, its coming into being 
and its decay, and the feelings of human 
beings are for him only phases and periods 
through which his monument passed. 

‘*Psychiatry and psychoanalysis may be com- 
pared with archaeology and history. Psychiatry 
and archaeology are natural as well as mental 
sciences. On the other hand, psychoanalvsis and 
history are pure mental sciences, whose orienta- 
tion is psychological. 

‘‘The psychiatrist who has remained aloof 
from psychoanalysis finds the utterances and 
complexes of his patients incomprehensible. In 
the etiology of the psychoses, analysis is much 
less important, for there we have always to 
reckon on encountering somatic as well as mental 
factors, from the gravest degeneration to the 
mildest intoxication and the slightest delirium. 


‘*Tt is only in the sphere of the neuroses that 
psychoanalysis is of etiological importance, and 
it is noteworthy that the therapeutic success of 
analysis is confined to this field. The concent 
‘‘neurosis’’ must be more closely defined. An 
anxiety-state following on the breaking off of 
an engagement will be accounted a neurosis, but 
an anxiety-state at the beginning of the senile 
period is not a neurosis, even though the picture 
be the same. In this respect we have advanced 
precisely as far in our psychiatric method of 
classification as chemistry had advaneed in the 
Middle Ages. As then, so now, all theories are 


equally good: in psychiatry anything may be 
asserted, for no one can refute it. Just as 
alchemy developed into chemistry, so psychiatry 
must follow the path from phantasy to facts. 
Fixed standards are as yet almost entirely lack- 
ing. No one can conjecture which road will 
ultimately lead us to the solution of the prob- 
lem.’’ 
BIOMETRICAL STUDIES IN PSYCHIATRY 


Dr. Walter Freeman (American Journal of 
Psychiatry, Vol. VIII, No. 3, Nov., 1928), has 
made a study of disease incidence and cause of 
death as determined at necropsy in 1150 psy- 
chotiec patients dying during the last ten vears 
The material was classified according to mental 
reaction type and according to the disease mani- 
fested. The reaction types studied were schizoid, 
paranoid, cyeloid and epileptoid. The etiology 
of the mental disorder (syphilis, arteriosclerosis, 
senility, infections and toxic states) was dis- 
regarded : the deviation in the personality of the 
patient being made the basis of classification. 
Paresis offered the most difficult problem on ac- 
count of the mental symptoms due directly to 
inflammatory and degenerative changes in the 
brain. 

The figures presented show graphically that 
individuals in their susceptibility to disease vary 
according to their psychological responses. 
Tuberculosis was preponderant in schizoid in- 
dividuals as contrasted with carcinoma, chronic 
streptococcus infections and cireulatory dis- 
orders in extroverted individuals, particularly 
the paranoid. Thus individual susceptibilities 
to disease of certain types show a fairly high 
degree of correlation with the psychological 
responses to the external world. Therefore the 
incidence of somatic disease may fairly safely be 
predicted on the basis of mental reaction, and 
consideration of the psychiatric history has in- 
fluenced the decision upon the pre-section diag- 
nosis. (The occurrence of tuberculosis among 
schizophrenics has been known for years, but it 
is only recently that Kretschmer has pointed out, 
in his theories of correlation between physique 
and character types, the important part the 
asthenie physique plays in both schizophrenia 
and tuberculosis. I. H. C.) 
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WEEKLY ATHOLOGIC/.L EXERCISES 


Epitep sy R. C. Casort, M.D. 


F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 15421 


ABDOMINAL ENLARGEMENT AND PUL- 
SATING TUMOR IN THE NECK 


Mepicat. DEPARTMENT 


First admission. An Irish gardener sixty 
years old entered March 14 for injury to the 
head from a fall. 

Examination showed the heart enlarged to the 
left, the second sound absent, rough blowing 
systolic and diastolic murmurs, maximum at 
the left of the sternum in the third and fourth 
spaces. The peripheral arteries were paipable 
and tortuous. There was water-hammer pulse. 
’ Blood pressure 175/43 to 133/33. Hinton was 
weakly positive, Wassermann moderately posi- 
tive. X-ray showed a fracture in the occipital 
region of the skull. 

The patient was rot always mentally clear. 
A heart consultant found no need for therapy. 
At discharge April 2 the patient was still men- 
tally cloudy. 

History of interval. He visited the Nerve and 
South Medical Clinies of the Out-Patient De- 
partment. At the South Medical a strongly posi- 
tive Wassermann was reported. In the Nerve 
Room no evidence of syphilis of the central nery- 
ous system was found. The reflexes, including 
Romberg, were negative. X-ray examination 
April 12 showed the transverse measurements 
of the heart slightly above normal. (See dia- 
eram.) The heart shadow was prominent in 


Chest 23 


the region of the left ventricle. There was no 
definite evidence of dilatation of the aorta. 
There was visible calcification in the arch of 
the aorta. 

Second admission. April 24, three weeks after 
his discharge, he was sent in from the Out-Pa- 


tient Department because of abdominal swell- 
ing of recent onset, growing rapidly worse. He 
had many other complaints, the chief one being 
a pulsation in the right side of the neck under- 
neath the origin of the sternomastoid. This 
had been present for three years. For the same 
length of time he had been dyspneic on exer- 
tion. For a year he had had edema of the 
ankles in the afternoon. A few times in the 
past three years he had had a non-radiating sub- 
sternal pain which came on after exertion and 
was relieved by stopping the exertion. He was 
oceasionally nauseated but seldom vomited. A 
year before admission he vomited apparently 
bloody vomitus two or three times a day for a 
day or two. For the past few days he had 
been hoarse and had had a slightly productive 
cough. During the past year he had lost about 
twenty pounds. 

Most of the known causes of death in his fam- 
ily were pneumonia or ‘‘colds’’. 

At twenty-five he was ill in bed six weeks with 
typhoid fever. Thirty years before admission 
he had a hard sore on the serotum, but no rash. 
Six years before admission an epithelioma was 
removed from his nose with radium. He had 
had an occasional occipital headache, especially 
in the past two months. During the past winter 
his appetite had failed markedly. Because of 
indigestion and nausea he had eaten only a light 
diet. During the past six months he had had 
some dull aching epigastric and right upper 
quadrant pain not related to meals, disappearing 
spontaneously. Since he fractured his skull he 
had had slight deafness and ringing in the left 
ear. Until six years before admission he used 
to take a half pint of whiskey once in two or 
three weeks, besides beer. His memory for past 
events is very poor. 

Clinical examination showed an emaciated 
man with a large abdomen. Slightly icteric 
sclerae. Teeth carious. Marked pyorrhea. 
Voice hoarse. Bronchial breathing at the right 
apex posteriorly. Otherwise the lungs were 
clear. Apex impulse of the heart seen and felt 
in the 4th space. Left border of dullness 10 
centimeters to the left of midsternum, 2 centi- 
meters outside the mideclavicular line. Right 
border of dullness 2 centimeters to the right. 
Supracardiae dullness 6 centimeters. <A loud 
systolic murmur at the apex and the base. 
With the patient on his hands and knees a faint 
early diastolic at the base. <A large visible pul- 
sating vessel beneath the right sternomastoid 
near the clavicle. Radials and brachials very 
sclerotic. Abdomen: fluid wave, shifting dull- 
ness. Pupils and reflexes normal. No edema. 

Urine normal in amount. The record of lab- 
oratory data is missing. 

Temperature 97.2° to 99.5°, with a terminal 
drop to 94°, rectal. Pulse 82 to 125. Respira- 
tions 20 to 28. 

X-ray examination with a barium enema 
showed considerable spasm of the colon but no 
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evidence of organic disease. Examination with 
a barium meal showed no barium in the stomach 
at six hours. The stomach was high. A part 
of the cardia appeared above the diaphragm at 
the esophageal orifice. The esophagus was 
dilated and the barium regurgitated into it. 
There was a changing irregularity of the pyloric 
end of the stomach. The duodenum was seen 
with difficulty. Another examination the fol- 
lowing day was made with difficulty, the pa- 
tient having trouble in retaining the barium. 
There was a moderate six-hour residue. The 
other findings of the previous examination were 
confirmed. During the fluoroscopic examination 
no barium was seen to leave the stomach, al- 
though it was seen in the duodenum in the film 
taken. 

The visiting physician found an expansile 
pulsation above the right costal margin inde- 
pendent of the arch. 

In view of the negative findings, plans were 
made for the patient’s discharge. May 10 he 
was in poor condition, with rales at both bases. 
May 11 he died. 


DIscussIon 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


The murmurs heard at” the first admission 
mean aortic regurgitation, perhaps stenosis. 

He has a markedly increased pulse pressure. 

Will you demonstrate these films to us, Dr. 
Dresser ? 

Dr. Dresser: The heart plates show an in- 
crease in the size of the left ventricle and I 
should say a little blunting of the apex of the 
ventricle. The supracardiae shadow is normal 
in width. I should say there was no dilata- 
tion of the aorta. There is a little calcium de- 
posit which you can see on close inspection in 
the wall of the aorta. In this plate we have 
arteriosclerosis with slight dilatation and hyper- 
trophy of the ventricle. 

The stomach films do not show a great deal. 
I should say from the films that the stomach 
was normal, with the exception of a small dia- 
phragmatic hernia» 

Dr. Casot: The stomach pain suggests 
angina. 

There are several points of which we ought 
to speak in the history given at his second ad- 
mission. In the first place this hoarseness in 
a patient who shows evidence of aortic regurgi- 
tation and a positive Wassermann makes us think 
of aneurysm with pressure on the left recurrent 
laryngeal nerve. We ought to look in the physi- 
cal examination for evidence of that kind. Then 
pulsations in the neck might be aneurysm of 
one of the branches of the aorta. They must 
have studied that in the physical examination. 
The stomach symptoms led to taking these stom- 
ach films with reference to the question of can- 


eer of the stomach. The substernal pain is ecer- 
tainly angina, which could be connected with 
luetic aortitis in case he had it, or with an 
arteriosclerotic process in the coronary arteries. 

The gastric symptoms in the past history make 
us think of cancer of the stomach, but nothing 
else is suggested. 


NOTES ON THE PHYSICAL EXAMINATION 


Nothing was said about his abdomen’s being 
large at the first admission. We must suppose 
that this enlargement came on in the past few 
months, as I suppose did his emaciation. 

What are we to say about that bronchial 
breathing at the right apex? If it were the 
left apex we could take a good deal of stock in 
it. At the right apex it is worthless unless you 
know the man who made the examination. 
There is no other evidence to back it up, no 
dullness, no change in voice sounds, no rales. 


The apex of the heart is in the fourth inter- 
space presumably because the diaphragm is high, 
pushed up by something below it. 

The diastolic murmur seems to be much less 
clear than it was a few months back. 


They did not commit themselves as to whether 
the pulsating vessel in the neck was too large. 
Was it larger than normal? I do not see that 
they enlighten us on that point. <A pulsating 
vessel in that place may be perfectly normal, 
especially if there is a cervical rib to push it 
forward. 

Radials and brachials are usually sclerotic at 
his age. 

No edema is present. If his abdomen is full 
of fluid it did not come from the heart. There 
is nothing in his legs, so that is not cardiac 
dropsy. 

Dr. Dresser, is there any special significance 
in that dilated esophagus mentioned in the 
fluoroscopic report? 

Dr. Dresser: Apparently he has a dia- 
phragmatic hernia. 

Dr. Casor: Presumably congenital ? 

Dr. Dresser: Congenital, and in relation to 
causes of death an accidental discovery. 

Dr. Casot: ‘‘Changing irregularity’’ I sup- 
pose means it was not constant, and we are not 
to pay any attention to it. 

Dr. Dresser: Yes. 

Dr. Cazsot: In view of what I have said is 
there anything more to add to what you have 
said about the fluoroscopic examination ? 

_ Dr. Dresser: I rather think there was noth- 
ing organically wrong in the stomach other than 
this hernia. 

Dr. Casot: Would the facts given us here 
be compatible with cancer? 

_Dr. Dresser: There ought to be some per- 
sistent deformity if a person has eancer of the 
stomach. 

Dr. Casot: You are willing to give us your 
support in ruling out cancer? 
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Dr. Dresser: I should say he did not have 
gastric cancer. 

Dr. Cazot: I do not know what the visit- 
ing physician meant by ‘‘expansile pulsation 
above the right costal margin.’’ 

Dr. Tracy B. Mauuory: I think he means 
pulsation in the subelavicular fossa. 

Dr. Casot: That is different! I do not see 
how any vessels in the neck could be independent 
of the arch of the acrta unless they were veins 
coming down. 


DIFFERENTIAL DIAGNOSIS 


We have an elderly man with an alcoholic his- 
tory and a very fair syphilitic history, with evi- 
dence of aortic regurgitation, quite clear the 
first time and not nearly so clear the second 
time. 

A Puysictan: What do they mean by nega- 
tive findings? 

Miss PAINTER: 
X-ray findings. 

Dr. Casot: At the second admission there 
was evidence of fluid in the abdomen and slight 
jaundice, a subicteric tinge in his sclerae, con- 
siderable stomach trouble but no positive radio- 
logic evidence of gastric disease. Then we have 
this pulsating tumor in the neck which we have 
to take to be aneurysm if the examination is 
correct. That fluid in the abdomen is ascites of 
course. Cardiac ascites? No. Renal ascites? 
There is no evidence of renal disease. We are 
left with two possibilities, cirrhosis of the liver 
or cancer. I do not believe that aneurysm of 
any of the abdominal vessels could give us this 
picture. The question is between cirrhosis of 
the liver and some form of malignant disease. 
We cannot make a diagnosis of malignant dis- 
ease without saying where. I do not see that 
we can say the stomach. I do not see that we 
ean say the liver. As a primary disease it is a 
very rare thing. It possibly is that form of car- 
cinoma that comes on top of cirrhosis. I do 
not see any evidence in the pancreas or in the 
kidney. So it seems to me that we have poor 
evidence of malignant disease. We can explain 
it all by cirrhosis. Suppose he first had heart 
trouble of the type due to syphilis and then zot 
cirrhosis. It seems to me that would explain 
all the facts. He has not the characteristic 
physical signs for syphilitic liver. 

A Puysictian: Why should he have dilata- 
tion of the esophagus? 

Dr. Casot: I understand that he had a hernia 
there. Part of his stomach is up there, not his 
esophagus but his stomach. Is that right, Dr. 
Dresser ? 

Dr. Dresser: Yes. 

A Puysician: This patient received ars- 
phenamin, didn’t he? 

Dr. Casot: Could he have an acute yellow 
atrophy or toxic hepatitis of some type? The 
jaundice is not so deep as I should expect. There 


They mean the negative 


is no evidence of acute yellow atrophy, though 
you can get ascites like this perfectly well with 
acute yellow atrophy. I am perfectly willing 
to think of malignant disease if I can see where 
to put it. 

A Puysictan: Couldn’t he have had it at 
the head of the pancreas without symptoms ex- 
cept vague gastric, or in the omentum? 

Dr. Casot: I do not like to put it in the 
omentum without a primary focus. Was he 
distinctly jaundiced at the time you saw him, 


Dr. Mallory ? 
Dr. Matuory: He was slightly jaundiced. 
Dr. Casot: I am not satisfied unless we can 


account for that jaundice. Alcoholic cirrhosis 
can account for it. Toxic hepatitis would ac- 
count for it, though we should expect it to be 
deeper. 

A Puysicran: If he had cancer of the head 
of the pancreas what evidence should vou ex- 
pect? 

Dr. Casot: You would expect deeper jaun- 
dice. Carcinoma of the pancreas gives a long- 
standing intense painless jaundice. This pa- 
tient had no jaundice except that noted at the 
last examination. 

A Puysician: Would it be intense at the be- 
ginning ? 

Dr. Casot: Soon after it. 

A Puysician: He may have died from his 
heart condition before the jaundice set in. 

Dr. Casot: I do not think he did. They were 
all ready to send him home two days before he 
died. He did not die of the lesion that we 
know in his heart. Perhaps he had a cardiac 
aneurysm that broke, perhaps cardiac infare- 
tion or pulmonary embolism. 

A Puysictan: Toxic hepatitis is a good deal 
quicker than cirrhosis. 

Dr. Casot: Yes; but I do not remember a 
case with so little jaundice. 

A Puysictan: His voice was hoarse. 

Dr. Casot: That would go very well with 
aneurysm. 

A Puysician: How do you account for the 
substernal pain? 

Dr. Carnot: By angina pectoris. 

A Puysician: Could it be cardiac infarction ? 

Dr. Casot: That is perfegtly possible. 

A Puysictan: There were no laboratory data. 
He may have had pernicious anemia. 

Dr. Casot: The absence of the laboratory 
data leaves all sorts of things open, but I should 
rule out pernicious anemia on the history. 

A Puysictan: Could he have cancer in the 
body of the pancreas? 

Dr. Casot: I have seen it in the tail of the 
pancreas at autopsy and entirely missed it in 
life. What about the body of the pancreas? 

Dr. Mauuory: They occur there very rarely. 

A Puysician: Wasn’t the death due to some- 
thing immediate, like cardiac infarction? 

Dr. Casot: Yes. We have to suppose some 
particular event not present three days before. 
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Could it be ruptured aneurysm? We have no 
evidence of aneurysm. We might have missed 
it. Could it be cardiac infarction, pulmonary 
embolism? We can conceive of a huge internal 
concealed hemorrhage, but it seems as if they 
ought to have had some evidence of it. If he 
had cirrhosis he could have a big esophageal 
hemorrhage. 

A Puysician: How common is cardiac in- 
farction as a cause of death? 

Dr. Casot: Cardiac infarct is one of the 
commonest causes of sudden death. 

A Puysician: Did he die in great pain? 

Dr. Casot: We do not know about that, but 
you ean die of cardiac infarct without any pain. 
We have had a number of such eases. We do 
not understand them, at least I don’t. 

A Puysician: Is it one of the commonest 
causes of death? 

Dr. Casot: It is not a common cause in gen- 
eral statistics, but taking hospital cases it is not 
at all a rare cause. 

A Puysician: Is it the most common cause 
of sudden death ? 

Dr. Casot: I guess pulmonary embolism 
comes ahead of it. Which is the most common, 
Dr. Mallory ? 

Dr. Mauiory: I do not know. 

A Puysician: What was the cause of the 
terminal temperature ? 

Dr. Casot: I don’t know. It was only 94°, 
a terminal drop. : 

A Puysician: Could it be an acute case of 
bacterial endocarditis? 

Dr. Casot: I do not see how we can say he 
had bacterial endocarditis. In the absence of 
embolism, temperature and a blood culture we 
have no data about that. 

A Puysician: How long before death was a 
blood count made? ‘ 

Dr. Casot: We have no record. But the 
blood count does not change for 24 to 48 hours 
after a hemorrhage. 

A Puysician: Could he have had a medi- 
astinal tumor ? 

Dr. Casot: X-ray of the chest ought to have 
excluded mediastinal tumor. I am willing to bet 


against thoracic aneurysm on the grounds of 
that plate. 


INTERPRETATION OF X-RAY 


The findings are those of an obstructing lesion 
at the gastric outlet. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Cirrhosis of the liver (luetic ?). 
Luetic aortitis. 


Aneurysm of the innominate artery. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Syphilitic heart disease, aortic regurg‘tation. 
Cirrhosis of the liver. 


ANATOMIC DIAGNOSES 
1. Primary diseases. 


Alcoholic cirrhosis of the liver. 
Carcinoma of the pancreas. 


2. Secondary or terminal lesions. 


Syphilitic heart disease. 
Aneurysm of the carotid artery. 


Dr. Mauuory: This case showed so many 
things that everybody has a chance to be right. 
He had syphilitic heart disease. He had a slight 
fusiform dilatation of the thoracic aorta, not 
very marked, and a definite aneurysm of the 
carotid artery. He had an old alcoholic cir- 
rhosis of the liver. He also had a carcinoma 
of the head of the pancreas. It is perfectly pos- 
sible for carcinoma of the head of the pancreas 
to occur without jaundice. I have seen three 
cases in the past three years. One obvious ex- 
planation of this is that the main portion of the 
pancreas is drained by the duct of Wirsung. A 
smaller portion of the head of the pancreas has 
a separate duct, the duct of Santorini, which does 
not enter the common bile duct but goes direct 
into the duodenum. In one of these cases where 
carcinoma was present in the head of the pan- 
ereas there was a stone blocking the duct of 
Santorini. There was carcinoma in that por- 
tion of the head of the pancreas, but not in 
the main body of the pancreas. In this case 
the two portions were rather distinct, though 
they are ordinarily intimately fused. It is also 
not rare to have islands of accessory pancreatic 
tissue scattered in the walls of the duodenum. 
The other two cases developed from such foci. 
In today’s case there was considerable tumor 
lying along the superior margin of the pancreas, 
touching it at only one point, but typical his- 
tologically of primary carcinoma of the pan- 
creas. 


CASE 15422 
UNUSUAL GASTRIC CONDITION 
SurGcicAL DEPARTMENT 


An American tradesman forty-eight years old 
entered August 3 for study. 

For seven years he had had periods of sharp 
pain occurring between meals, not affected by 
food or soda, beginning in the epigastrium and 
radiating to the loins and chest, with spontane- 
ous remissions of a few days to three weeks. 
Five years before admission X-ray examination 
showed ulcer. Without trial of medical treat- 
ment a posterior gastro-enterostomy was done. 


‘The patient was then symptom free until twenty- 


six months before admission, in spite of an un- 
restricted diet. Then the pain recurred. He 
continued working for four months, taking an 
ambulatory Sippy régime—cream every two 
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hours with powders on the alternate hours— 
without relief. Three X-ray examinations at 
that time showed no ulcer and showed a patent 
posterior gastro-enterostomy. He had dark 
stools five or six times. He spent ten days in 
a hospital on the Sippy régime. Then the 
pylorus, apparently the seat of a new ulcer, was 
excised. Following this he was symptom free 
for three months. Sixteen months before ad- 
mission the pain returned, persisting in spite 
of a somewhat bland diet. Two weeks before 
admission he had severe hematemesis of what he 
thinks was about three quarts. Ice was given 
for three days, and he had no pain. Then the 
pain recurred, severe enough to warrant mor- 
phia by mouth daily until admission. For the 
first time food now gave some relief. His weight 
had fallen from 157 pounds six years ago to 
142 two months ago and 125 (?) at admission. 

Clinical examination showed a very thin, pale 
man with nasal catarrh. Teeth carious and 
filthy. Posterior cervical and inguinal glands 
enlarged. Slight enlargement of the heart to 
the left by pereussion. Arteries slightly 
palpable and tortuous. Lungs: rather distant 
breath sounds and voice sounds, an occasional 
sibilant rale at each base, with an inconstant 
coarse mucous rale in the left base: The abdo- 
men showed general tenderness on deep pres- 
sure. Liver dullness one fingerbreadth below 
the costal margin; edge felt. Rectal examina- 
tion showed slight tenderness in the bladder re- 
gion. Extremities, pupils and reflexes normal. 

Before operation urine not remarkable. Blood 
August 3 and 5: hemoglobin 35 to 40 per cent., 
reds 1,995,000 to 1,430,000 slight anisocvtosis, 
moderate achromia, platelets normal. Hinton 
negative. Fasting contents of stomach: 49 eubic 
centimeters, free hydrochloric acid 28, total acid 
53. Test meals: at half hour 20 ¢.c., free hvdro- 
chlorie acid 65, total acid 72; at one hour 60 
eubie centimeters, free hydrochloric acid 82, 
total acid 94. All three specimens green fluid, 
guaiae negative. Stools: guaiac negative at ten 
examinations, positive at the eleventh. 

X-ray examination showed no six hour residue 
in the stomach. The stomach appeared short. 
The pyloric end seemed to have been resected. 
There appeared to be a gastro-enterostomy on 
the greater curvature at the lower third through 
which the stomach emptied rapidly. Just above 
this stoma there was a smooth movable filling 
defect the size and shape of an egg. Peristalsis 
was absent. The gastric rugae immediately ad- 
jacent to the filling defect and the stomach wall 
appeared normal. Examination of the chest was 
essentially negative. 

Before operation temperature 98° to 100.4°, 
pulse 65 to 97, respirations normal. 

A surgical consultant reported August 6: 
‘‘This is the result of the patient’s ignoring the 
fact that he is only 70 per cent efficient and try- 
ing the impossible, to be 100 per cent! With the 


usual result! I advise 500 cubic cent:meters 
transfusion as a starter, then liver and iron as 
they can be given and tolerated, and build him 
up for at least six or eight months before any 
attempt at working.’’ 


The patient was put on a first stage gastric 
diet. Liver and iron were started August 8, and 
transfusion of 600 cubic centimeters of blood 
done August 9 with some improvement in his 
feeling of well-being, though little improvement 
in the blood picture. August 12 the hemoglobin 
was 45 per cent, the red count 2,750,000. By 
August 14 he was symptom free. Another sur- 
geon reported, ‘‘This man should be operated 
on.’’ A second X-ray examination confirmed the 
previous findings. By August 22 the patient 
was doing well on the fourth stage gastric diet. 

August 23 operation was done. The patient 
was in good condition after it. He had some 
vomiting the next day, and again September 1, 
3 and 5. September 9 he was discharged svmp- 
tom free, comfortably eating and retaining a 
six meal bland diet. The wound was well healed 
except for a clean granulating portion about an 
inch in length where there was serum accumula- 
tion and slight separation of the wound edges. 


DISCUSSION 
BY RICHARD H. MILLER, M.D. 


The outstanding symptoms in this case were 
indigestion, pain, inability to work, loss of 
weight, and a recent severe hemorrhage. Phys- 
ical examination showed a marked anemia and 
high gastric acidity. Knowing that there had 
been a previous gastro-enterostomy, one would 
immediately think that this picture represented 
a gastrojejunal ulcer at the margin of the stoma 
or on the wall of the jejunum opposite the 
stoma. The further knowledge that there had 
been a resection of the pylorus would practically 
rule out a new duodenal ulcer, though there 
might be a newly developed ulcer in the stomach 
itself. 

Into a picture already complicated the X-ray 
threw a surprise, and further element of doubt, 
for there was in the stomach a perfectly definite 
oval filling defect such as might be made by a 
benign tumor projecting into the stomach itself. 
This was in the distal end of the stomach and 
overlay the stoma; furthermore, there was noth- 
ing in the X-ray to suggest gastrojejunal ulcer. 

Decision to operate was made on the following 
indications: (1) the patient’s poor condition, 
(2) the possibility of another hemorrhage, (3) 
the necessity of restoring him, if possible, to 
such a condition that he could work and support 
his family. The pre-operative diagnosis was 
benign papilloma of the stomach. 


PRE-OPERATIVE DIAGNOSIS 
Tumor of the stomach. 
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OPERATION 


On opening the stomach it was found that the 
pyloric end of the stomach had been previously 
resected and the distal end of the stomach and 
proximal end of the duodenum had been turned 
in. At the margin of the old gastro-enterostomy 
opening there was a definite ulcer with a crater. 
Also in the distal end of the stomach was a 
smooth movable tumor about the size of an Eng- 
lish walnut. 

The gastro-enterostomy was undone and the 
jejunum closed with a double layer of number 
O continuous catgut. The stomach was dissected 
up, the vessels tied and the stomach removed at 
a level just above the old gastro-enterostomy 
opening. On opening the resected portion the 
tumor was found to consist of a normal pyloric 
end which had been inverted into the stomach 
several times at the previous operation. The cut 
end of the stomach was anastomosed to the side 
of the jejunum, which was brought up under the 
transverse colon according to the Polya method. 
The wound was closed in layers. 


PATHOLOGIC REPORT 


The specimen consists of a segment of stomach, 
previously opened, at one end of which is a 
roughly spherical sessile mass 4.5.x 3.5 centi- 
meters at the base and 2.5 centimeters above the 
surface. The mucous membrane covering it is 


smooth and grossly normal. About one centi- 
meter from this is an opening 1.5 centimeters in 
diameter a portion of the wall of which shows a 
ragged ulcer about one centimeter by four milli- 
meters in size. 

‘Microscopic examination of the ulcerated base 
shows a superficially ulcerated area with a 
smooth base showing a rather moderate lympho- 
eytie infiltration and surrounded by normal 
appearing gastric and jejunal mucous membrane. 

Sections through the mass show a normal 
epithelial covering overlying a loose connective 
tissue and smooth muscle base. The muscle 
fibers and bundles lie in an orderly arrangement 
and show no evidence of tumor. 

Operation, pylorie inversion. 

Gastrojejunal ulcer, peptic type. 


FurtTHER DiscussIon 


This case teaches a definite lesson, that if the 
pylorie end of the stomach is inverted enough at 
the time of a pyloric resection, the infolded por- 
tion of stomach may resemble in the X-ray a 
benign tumor. In this case the finding of this 
tumor distracted the attention of the diagnos- 
tician from the true cause of the symptoms, 
which was a gastrojejunal ulcer. 


DIAGNOSIS 
Gastrojejunal ulcer. 


UNDULANT FEVER AND PASTEURIZATION OF 
MILK 


Once again the pasteurization of all milk proves 
to be essential if the American public is to avoid 
milk-borne diseases, of which undulant fever is the 
latest whose source is found to be in raw milk. This 
fact was emphasized by Dr. S. J. Crumbine, General 
Executive of the American Child Health Association, 
in an address last week before the Association of 
Dairy, Food, and Drug Officials of the United States, 
meeting at Lincoln, Nebraska. The organism which 
causes contagious abortion in cows causes undulant 
fever in man. According to the Bureau of Animal 
Industry of the United States Department of Agricul- 
ture, contagious abortion in cattle has greatly in- 
creased and in many regions 35 per cent. or even 
more of the herds are infected. Raw milk from these 
herds is dangerous to human beings. 


In 1928 there were recorded five hundred and sixty 
positive cases of undulant fever distributed over for- 
ty states. The largest number of these cases, one 
hundred and eighteen, was reported by Iowa; New 
York reported forty-five cases; Indiana, forty cases; 
and Michigan, thirty-four cases. During the same 
year, there were, in the Unitéd States and Canada, 
forty milk-borne epidemics of other diseases and 
three epidemics of undulant fever. These forty- 
three epidemics involved twenty-one hundred and 
twenty-nine cases and caused ninety-four deaths. 


Undulant fever in epidemic form was first reported 
in this country in 1922 from Phoenix, Arizona. It 
is only within the last few years, however, that 
State Health Departments have undertaken the 
diagnosis of undulant fever in man by routine exam- 
ination of samples of blood. Indeed many states 
began to make these tests as late as) 1928. 

Undulant fever is a lingering illness that weakens 
and incapacitates its victims over a long period of 
time, even of years. It is not a disease to be con- 
sidered lightly. Since the source of the contagion 
is milk, we can prevent the disease by rendering the 
milk supply clean and safe. There is unanimity of 
proof that pasteurization at the standard tempera- 
tures is completely effective so far as the organism 
causing undulant fever is concerned. 

With each new advance in the knowledge of in- 
fectious diseases, we are impressed with what appears 
to be the increasing health hazard in relation to 
those diseases due to the consumption of raw milk. 

Legal responsibility of municipalities for the pro- 
tection of their water supplies against the possibility 
of their being a medium for the conveyance and 
dissemination of typhoid fever has been fixed by 
many state supreme court decisions. The time may 
not be far distant when municipalities will be held 
equally accountable for milk-borne epidemics now 
that effective means are available for their preven- 
tion through proper pasteurization.—Bulletin Ameri- 
can Child Health Association. 
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STATE BOARDS AND EXAMINATIONS 


_ THE recent appearance of the 6th edition of 
Goepp’s State Board Questions and Answers*, 
is an occasion for reflection. The author has, 
in general, carried out his purpose well and 
doubtless many students will be comforted. 
There is, however, a depressing side to the sit- 
uation. For what do State Boards of Registra- 
tions in Medicine exist? Is it to ask questions 
like this: ‘‘What is light?’’ The acceptable 
answer is given: ‘‘Light is the external phvsical 
cause of the sensation called light.’’ 

The very existence of groups of such questions 
in examinations set by State Boards indicates, 
perhaps, a serious misapplication of effort, or, 
perhaps, a misapprehension of function, or pos- 
sibly it is only a hand-me-down from the days 
when so many medical schools were not eduea- 
tional institutions but commercial enterprises. 
Then the only way to find out whether a doctor 
had acquired certain information, was to ask him 
specific questions. At present we turn our at- 
tention a little more to knowing how rather than 
to knowing, not because knowing is unimpor- 


*Review of which appears on page 797. 


tant, but because it is not enough. Also, it often 
pretends to be adequate. 

Medical education has as its object the bring- 
ing of the individual physician to such a con- 
dition of mind and body that he will do the right 
thing when confronted by a complex tangle of 
circumstances involving primarily the health of 
the patient. The function of the State Board 
is to protect the sick by refusing permission 
to practice medicine to those who are not quali- 
fied, and the State Board should be authorized 
to find out if the candidate for licensure is 
qualified. 

It is this very determination of qualification 
that presents a serious difficulty. The State 
Board may have its hands tied by unwise legal 
restrictions. It may be limited in its power 
of inquiry to asking questions set in formal ex- 
amination. 

It should have the authority to scrutinize and 
evaluate and accept or reject educational pro- 
cedures and candidates from institutions which 
incorporate such procedures in their curricula. 
It should have authority to find out how a can- 
didate will act by putting him in a certain set 
of circumstances and giving him the oppor- 
tunity to tell what he would do, and in certain 
cases watching him do it, after he has determined 
for himself what those circumstances are. The 
physician may answer perfectly, on paper, how 
to treat pneumonia and typhoid fever and ap: 
pendicitis. But if, when confronted by sick per- 
sons, he opens the abdomen for pneumonia and 
typhoid, and restricts therapy to supportive 
treatment in appendicitis, he should be sup- 
pressed. 

We are still far away from the sciertific 
method. We recognize that the answer to the 
question, ‘‘ What are you going to do about it?’’ 
is, antecedent to the final pragmatic test, the 
test of fitness, but there is another preliminary 
question that must be answered, namely, What 
it is. 

The well-made compilation by Goepp points 
out, unconsciously, why the system which pre- 
vails so widely at present has proven so futile, 
as we know to our cost. 


THE RELATION OF THE STOCK MARKET 
TO DIABETES 


Accorpinc to Dr. W. L. Brown of St. 
Bartholomews Hospital, London ‘‘When stocks 
go down, in New York, diabetes goes up’’. 

This sententious remark was uttered by this 
eminent doctor before the graduate fortnight 
meeting of the New York Academy of Medicine. 

The explanation is simple and logical because 
diabetes is influenced by the general metabolic 
conditions in the body. Anxiety and abnormal 
fatigue will affect the diabetic unfavorably. 

Interest in financial problems may be more 
or less absorbing among some diabetics and it 
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is reasonable to expect that the upsetting in- 
fluence of violent stock movements may bring 
about or increase so-called emotional glycosuria. 

If stocks continue to be as mercurial as of late, 
doctors may have to advise their diabetic pa- 
tients to retire from the market. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors : 


Corron, F. J. A.B. A.M., M.D. Harvard 
1894. F.A.C.S. Chief of Bone and Joint Serv- 
ice and Senior Chief Surgeon, Boston City Hos- 
pital. Address: 512-514 Commonwealth Ave- 
nue, Boston. Associated with him is: 

Bera, Ricoarp K. B.S., M.D. University of 
Oregon Medical School 1926. Formerly Interne, 
Saint Vincent’s Hospital, Portland, Oregon, and 
on the Orthopedic Service, Carney Hospital. 
Also resident, Boston City Hospital, Sixth Sur- 
gical Bone and Joint Service. New Gibney Fel- 
low at the Hospital for Ruptured and Crippled. 
New York. Address: Ruptured and Cripvled 
Hospital, 321 E. 42d Street, New York City. 
Their subject is: ‘‘Ankle Fractures. A New 
Classification and a New Class.’’ Page 753. 


BiceLow, George H. A.B., M.D. Harvard 
1916. Doctor of Public Health 1921; Commis- 
sioner of Public Health for Massachusetts. 
Address: State House, Boston, Massachusetts. 
Associated with him is: 

Neuson, N. A. B.S., M.D. Long Island Col- 
lege Hospital, Brooklyn, New York, 1926. Epi- 
demiologist in Charge of Venereal Disease Con- 
trol, Massachusetts Department of Public 
Health. Address: 546 State House, Boston. 
Massachusetts. They write on: ‘‘The Distribu- 
tion of Arsenicals by the Massachusetts Depart- 
ment of Public Health.’’ Page 761. 


Morcan, EpmMuNpD Morris. A.M., LL.B. Har- 
vard. Professor of Law, Harvard University. 
His subject is: ‘‘A Suggested Expansion of the 
Medical Examiner’s Functions.’’ Page 765. 
Address: Harvard Law School, Boston, Massa- 
chusetts. 


SKELTON, CreIGHTON W. M.D. Albany Medi- 
eal College, 1898. President, Rhode Island 
Medico-Legal Society. His subject is: ‘‘Why a 
Medico-Legal Society.’’ Page 771. Address: 
166 Broad Street, Providence, Rhode Island. 


Corrat, Isapor H. M.D. Tufts College Medi- 
eal School, 1900. Formerly, Assistant Physician. 
Woreester State Hospital and First Assistant 
Visiting Physician for Diseases of the Nervous 
System, Boston City Hospital. Ex-President, 
American Psychoanalytic Association. Member 
of American Psychiatric Association, New Eng- 
land Society of Psychiatry (Massachusetts), 
Psychiatrie Society, ete. His subject is: ‘‘Prog- 
ress in Psychiatry.’’ Page 774. Address: 416 
Marlborough Street, Boston, Massachusetts. 


MISCELLANY 
STUDENTS SUBMIT TO CARBON MONOXIDE GAS 


In order to show the dilution of carbon monoxide 
gas necessary .for safe breathing, six students of the 
University of Pittsburgh took certain tests at the 
bureau of mines, Pittsburgh Station, for daily periods 
of from four to seven hours for sixty days. 

These tests consisted of living in an atmosphere 
containing varying amounts of carbon monoxide gas, 
and based on these experiments, it was found that 
men working in underground tubes through which 
automobiles pass should not be subjected to an 
amount of this gas equal to two parts to 10,000 parts 
of air. 

In tubes for automobile traffic at Pittsburgh and 
New York, air is kept below the danger point by 
means of pumps. 

As one observes the congestion of certain city 
areas the question seems pertinent as to whether on 
days when there is little wind, there may not be an 
objectionable amount of carbon monoxide gas in such 
places. Two parts in 10,000 parts of air is a very 
small proportion and automobiles are prolific sources 
of carbon monoxide gas and it is not uncommon to 
see all available space occupied by motor cars. 

This question has been raised but the answer has 
not come to our attention. 


THE VACCINATION OF DOGS FOR 
IMMUNIZATION AGAINST RABIES 


The United States War Department is engaged in 
research work on dogs with respect to the prevention 
of rabies. It is reported that belief exists among 
those in the department that systematic vaccination 
of dogs will be effective in the elimination and con- 
trol of this disease. 

Although many cities and towns have passed 
ordinances making such vaccination compulsory and 
thousands of dogs have been vaccinated, there have 
been no reliable statistics on this subject. 

It is expected that study will reveal evidence 
which will tend to disprove the objections to this 
prophylactic measure. 


A PROTEST AGAINST ALL NIGHT BALLS 


The Health Bulletin issued by the Brookline Board 
of Health reports a coming out party for a young 
woman. 

The published program stated that supper was 
served at 2 A. M. and breakfast at 5 A. M. 


The Health Bulletin comments as follows: 


Perhaps if Mrs. —— and the hostesses of other 
similar occasions could clearly see the full and final 
effect of their entertainments on all their guests their 
satisfaction would not be so great. 

Every occasion with such late hours takes its toll 
in nervous fatigue, lessened efficiency, and lowered 
resistance to disease. When frequently repeated as 
they usually are during the winter months these late 
social functions seriously depress the health of many 
of our young people. 

Another unfortunate aspect of the situation is 
that ladies of wealth by their example help to estab- 
lish the custom of late hours for dances, even for 
those who must go to work early the same morning. 
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It is therefore not stating the case too strongly to 
say that ladies of wealth, in giving these late balls 
for the sake of social prestige, are in reality prosti- 
tuting the health of the young men and women of 
the present day. 


Let us pray for the time when wholesome living 
will be fashionable. 


THE DEDICATION OF THE INSTITUTE OF 
PATHOLOGY AT WESTERN RESERVE UNIVER- 
SITY 


On October 7, 1929 the Dedicatory Exercises of the 
Institute of Pathology, Western Reserve Uuiversity 
of Cleveland, Ohio, were held in the Florence Hark- 
ness Memorial Chapel. 


PROGRAM 


Robert Ernest Vinson, President of the University 
Presiding 

Organ Selections—Arthur W. Quimby, Associate Pro- 
fessor of Music in the College for Women, 
Curator of Music in the Cleveland Museum of 
Art. 

Prelude from Symphony No. 1, Vierne. 
Gavotte, Martini. 
LeCygne (by request), Saint-Saéns. 

Invocation—The Rt. Rev. Joseph Schrembs, Bishop 
of Cleveland. 

Presentation of the new Building to the School of 
Medicine—by the President on behalf of the 
Trustees. 

Acceptance of the Building on behalf of the School 
of Medicine—Howard Thomas Karsner, Profes- 
sor of Pathology, Director of the Institute of 
Pathology. 

Introductory Address—Torald Sollmann, Professor of 
Pharmacology and Materia Medica, Dean of the 
School of Medicine. 

Address of Dedication—Henry Roy Dean, Professor 
of Pathology, University of Cambridge. 

Presentation of Candidates for Honorary Degrees— 
Winfred George Leutner, Dean of University 
Administration. 

Conferring of Honorary Degrees upon: 

Henry Roy Dean, Professor of Pathology, Uni- 
versity of Cambridge. 
William Henry Welch, Professor of the History 
of Medicine, Johns Hopkins University. 
William Thomas Councilman, Professor Emeritus 
of Pathology, Harvard University. 

Ludvig Hektoen, Professor of Pathology, Univer- 
sity of Chicago. 

Simon Flexner, Director of the Rockefeller Insti- 
tute for Medical Research. 

Benediction 


Recessional—Triumphal March from Aida, Verdi. 


The delegates present were as follows: 
Allegheny College, Thomas W. Thoburn, M.D. 


American Association of Genito-Urinary Surgeons, 
William E. Lower, M.D. 


American Association of University Professors, 
Joseph V. Denney, Litt.D. 


American Climatological and Clinical Association, 

John P. Sawyer, A.M., M.D. 

American Dermatological Association, Harold N. 

Cole, Ph.B., M.D. 
American Gynecological Society, Arthur H. Bill, 

A.M., M.D., F.A.C.S. 

American Association of Immunologists, Arthur F. 

Coca, M.D. 

American Laryngological Association, William B. 

Chamberlain, A.B., M.D., F.A.C.S. 

American Medical Association, John Howell J. Up- 

ham, M.D. 

American Society for Experimental Pathology, 

Alfred Scott Warthin, M.D., Ph.D., LL.D. 

American Society for Pharmacology and Experi- 

mental Therapeutics, Torald Sollmann, M.D. 
American Society of Clinical Pathologists, Ben- 

jamin S. Kline, A.B., M.D. 

American Surgical Association, Fred B. Lund, M.D. 
Association of American Physicians, Torald Soll- 

mann, M.D. 

Association of American Universities, William Mc- 

Pherson, Sc.D., Ph.D., LL.D. 

Boston University, Gaius E. Harmon, M.D., C.P.H. 

Carnegie Institute of Technology, Thomas Stock- 
ham Baker, Ph.D., LL.D., Sc.D. 

Carnegie Institution of Washington, William H. 

Welch, A.B., M.D., LL.D., Se.D. 

Case School of Applied Science, William E. Wick- 
enden, Sc.D., D.Eng. 
Cleveland Bar Association, Harrison B. McGraw, 

A.B. 

Cleveland Community Fund, Charles E. Adams. 
Cleveland Chamber of Commerce, Munson Havens, 

A.M. 

Cleveland Foundation, Leyton E. Carter, A.B. 
Cleveland Institute of Music, Beryl Rubenstein. 
Cleveland Public Library, A. A. Stearns, A.M., 

LL.B., LL.D. 

College of Wooster, Herbert A. Wildman, M.D. 
Commission on Medical Education, Willard C. 

Rappleye, M.D. 

Cornell University, James Ewing, M.D., Sc.D. 
Dartmouth College, Bradley Merrill Patten, Ph.D. 
Day Nursery and Free Kindergarten Association, 

Mrs. Carl Narten, A.B. 

Harvard University, Elliott C. Cutler, A.B., M.D. 
Johns Hopkins University, William H. Welch, A.B., 

M.D., LL.D., Se.D. 

Lake Erie College, Aravilla Meek Taylor, Ph.D. 
Marietta College, Herbert Wells, A.B., M.D. 

Mayo Foundation, Harold Eugene Robertson, A.B., 
D 


Massachusetts Institute of Technology, Philip L. 
Riley, S.B. 


Miami University, Robert H. Bishop, Jr., A.B., M.D., 
LL.D. 


Mount Union College, Joseph M. Scott, S.B., A.M., 
Sc.D. 


Muskingum College, James Henderson McCall, A.B. 


National Academy of Sciences, Dayton C. Miller, 
Sc.D., LL.D. 


Northwestern University, James P. Simonds, Ph.D., 
M.D. 

Oberlin College, Robert Stanley McEwen, Ph.D. 

Ohio State University, Ernest Scott, M.D. 

Ohio Wesleyan University, Lee H. Ferguson, B.S., 

.D. 


] 
| 


Volume 201 
umber 


EDITORIAL DEPARTMENT 


789 


Purdue University, August Louis Flandermeyer, 
Ph.G. 

Royal Society of Medicine, George W. Crile, A.M., 
M.D., F.A.C.S. 

Saint Louis University, William Dean Collier, Ph.D. 
M.D. 

Stanford University, P. Gerhart Albrecht, Ph.D., 
M.D. 


State University of Iowa, Harry Spencer Houghton, 
Ph.B., M.D., LL.D. 

Syracuse University, Herman G. Weiskc.ten, Ph.B., 
M.D. 

University of Akron, Almon B. Plowman, B.S., 
A.M., Ph.D. 

University of Chicago, Harry Gideon Wells, Ph.D., 
M.D. 


University of Indiana, Frank Forry, M.D. 

University of Kentucky, John S. Chambers, M.D. 

University of Michigan, Aldred S. Warthin, M.D., 
Ph.D., LL.D. 

University of Minnesota, Mayo Foundation, Harold 
Eugene Robertson, A.B., M.D. 

University of Missouri, Earl Weldon Netherton, 
A.B., M.D. 

University of Oklahoma, Hesler H. Wyand, B.S., 
M.D. 

University of Rochester, Harry Pratt Smith, A.M., 

D 


Union College, Roger Griswold Perkins, A.M., M.D. 
Wittenberg College, Chester D. Christie, M.D. 


GENERAL DESCRIPTION 


In the autumn of 1926 the General Education Board 
appropriated the sum of $750,000 for the construction 
of an Institute of Pathology at Western Reserve 
University. After study of the situation it was de- 
cided that the building would house all the work 
in pathology of the University and the University 
Hospitals, including the Schools of Medicine and 
Dentistry, Babies and Childrens Hospital, Lakeside 
Hospital, Maternity Hospital and the Hanna Pavilion. 
It was further decided that the Institute would serve 
as a central laboratory for the more intricate routine 
tests that deal with biochemistry, immunology and 
bacteriology. After careful consideration of similar 
buildings on this continent and in Europe, plans were 
drawn by Abram Garfield of Cleveland. Ground was 
broken in February of 1928, the building was con- 
structed by The Crowell and Little Construction Com- 
pany of Cleveland, and occupied in June of 1929. 

The building is of buff brick and Indiana limestone. 
It consists of sub-basement, basement, and five floors, 
the uppermost of which is for animal quarters. It 
is an oblong building, 160 x 60 feet, with steel frame- 
work, supported on 40 steel columns. The corridors 
are situated eccentrically so that the rooms to the 
north are 24 feet deep and those to the south 20 
feet deep. The height of the first floor, housing the 
main class room, is 13 feet 6 inches clear. The other 
floors are 11 feet 6 inches, except the sub-basement 
which is 9 feet and the animal quarters 10 feet. 
There are more than 100 rooms in the building. There 
are two stairways and one super-collective drive 
elevator. 

The floors are made of 7 inches of reinforced con- 
crete, which in a large part of the building are cov- 
ered with waterproof treatment. In special parts of 
the building there is flooring of wood, of linoleum, 
of terrazzo and of mastic brick. The partitions are 
of hollow tile covered with plaster and paint. 


DECORATIONS 


Bas-reliefs at the right of the doorway, as one 
faces it, represent Morgagni, Virchow, Rokitansky 
and Pasteur. At the left of the door are John Hun- 


‘Iter, Bichat, Cohnheim and Welch. Six of the eight 


are representative of their various countries, whereas 
Cohnheim represents experimental pathology and 
Pasteur represents bacteriology and immunology. 
The bronze doors utilize the zodiacal signs of Libra 
and Cancer, the pine cone, the mediaeval urine glass 
and mediaeval lancets. The frieze above the door 
alternates the pine cone and the cock. The upper 
grille utilizes the same material as the doors. The 
central figure is the American caduceus under which 
is an open book with the legend from Claude Bernard, 
“Observation shows and experiment teaches.” 

Panels under the windows are motifs from the 
shields of the mediaeval guilds. That with the 
radiant head of Apollo is from the Physicians of 
London; that with the mediaeval lancets is from the 
Barber Surgeons of London; that with the thistle is 
from the Barber Surgeons of Edinburgh; that with 
the effigy of St. Comus is from the Barber Surgeons 
of Brussels; that with the various utensils is from 
the Apothecaries of Nuremberg. Rather than select 
any part of the Della Robbia escutcheon of the Paint- 
ers and Physicians of Florence, it was decided to 
use the shield of the Medici of the corresponding 
period. These six designs are repeated under the 
windows. 

The frieze around the entrance hall shows the 
snakes of the caduceus uncoiled and entwined into 
pine trees with large cones. The chandeliers utilize 
the same material as used on the bronze doors and 
the individual lamps are supported by serpents. The 
grilles utilize the Egyptian key of knowledge and the 
pomegranate. The lamp shades in the library are 
decorated with the trade marks of eight of the great 
Mediaeval publishers. 

In the basement are living quarters for orderly. 
This person will attend to night calls, giving notice 
to the proper individual in case of calls for profes- 
sional service, and will give attention to calls for 
service at the morgue. 

There is a morgue which serves as a central 
depository for the entire hospital group, and an 
undertakers’ room designed so that undertakers will 
have complete facilities for embalming. 

There is a chapel which will serve for funeral 
services of the poor who cannot afford more elaborate 
arrangements and for funerals of infectious cases. In 
instances where bodies are exposed for identifica- 
tion they are brought into this room and shown 
under proper conditions. 

The museum is the repository for pathological 
specimens. Catalogued and cross indexed material is 
available for the use of clinical teachers throughout 
the group. 

There are accommodations for horses, sheep, goats 
and the smaller animals which are used in investiga- 
tion and research work. 

In all there are 516 rooms well arranged for the 
shops and trading force. 

The Institute communicates by a tunnel with the 
axis tunnel of the group so as to afford access to 
the School of Medicine, the various hospitals, the 
house officers’ quarters and the nurses’ home. A 
separate corridor communicates directly with the 
first floor of Lakeside Hospital. This is in the form 
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of an arcade, the top of which provides direct com- 
munication between the third floors of the Institute 
and Lakeside Hospital. The situation of the build- 
ing is such as to provide ready communication by 
ground level with all units of the group. 

General telephone communication within the build- 
ing is through the University switchboard, except 
as indicated in the description of room 203. There 
is also an audible call signal system operated in con- 
nection with visible signals in each corridor. This 
has operating switches in each room. Direct lines 
from the University Hospitals switchboard connect 
with the record room, the autopsy room and the 
amphitheatre. 

ACKNOWLEDGMENTS 


The architects have shown consideration, courtesy, 
sympathy, co-dperation, ingenuity, skill and artistry. 
The builders and the foremen of the various trades 
have been meticulously careful in all features of their 
work, courteous and willing in fulfilling the many 
special requests in regard to details and prompt in 
the execution of the plans. 

The symbolic decorations would have been impos: 
sible without the aid of Lieut. Col. Fielding H. Gar- 
rison of the U. S. Army Medical Corps, Mr. A. H. 
Slade of the Library of Congress and the architects. 
Service was also rendered by the Metropolitan Mu- 
seum of Art of New York and the College of 
Physicians of Philadelphia. Major George R. Cal- 
lender of the Army Medical Museum provided most 
of the photographs, from which Mr. Halls of the W. 
B. McAllister Company made the bas-reliefs. That 
of Dr. Welch was made from photographs obtained 
from Johns Hopkins University and by personal 
study of Mr. Halls. 

The acoustic treatment of the amphitheatre is 
in accord with specifications courteously provided by 
Prof. Dayton C. Miller of Case School of Applied 
Science. 

The officers of the University and the Building 
Committee of the Board of Trustees have rendered 
unfailing and sympathetic advice and aid. 

The Building Committee of the Faculty, with the 
Director as chairman, feel a sense of deep gratitude 
to all who have played a part in the construction of 
this building from its inception to its completion. 


We are indebted to Dr. F. B. Lund, President of 
the American Surgical Association, who was in at- 
tendance and who reported his enthusiastic inter- 
est in this meeting and admiration for the institu- 
tion. 


RELATION BETWEEN MENTAL AND PHYSICAL 
STATUS OF CHILDREN 


In studies recently reported, a group of school chil- 
dren in two counties of Illinois were examined phys- 
ically by medical officers of the United States Public 
Health Service and were given mental tests by psy- 
chologists and other trained personnel of the Illinois 
State Institute for Juvenile Research. Neither ex- 
aminer knew the results of the other test at the 
time the examination was made. _. 

The mental examination was a group test, sup- 
plemented by an individual test for children who 
made a low score on the group test. A comparison 
of the group test results with indications of school 
progress, such as grades repeated or skipped, average 
rating on the school report card, and the teacher’s 


estimate of the child’s intelligence, reveals consid- 
erable correlation between the intelligence quotient 
and these factors. In this study the intelligence 
quotient was therefore taken as the indicator of the 
child’s mental status in considering the relation of 
the mental and physical status of the children. 

An examination of the variation in the intelligence 
quotient for different groups of children indicates 
that each of the following factors has some relation 
to the intelligence quotient: Race, color, nativity, 
language used in the home, occupation of the father, 
age and place of residence of the child. An analysis 
of the intelligence quotient of children classified 
according to these various factors suggests that the 
intelligence quotient is definitely influenced by the 
child’s experience, training, and other environmental 
conditions including his home surroundings. Under 
these circumstances it appears from this study that 
the intelligence quotient is an indicator of the child’s 
total present mental equipment rather than of his 
“native” intelligence, apart from his training and 
experience. 

The prevalence of physical defects among children 
of low intelligence quotient was compared with that 
among children of average and high intelligence 
quotient. The average number of physical defects 
decreases as the intelligence quotient increases. This 
tendency seems to be independent of race, language 
and other similar factors. 

Children of native white parents were classified 
into three intelligence quotient groups, viz., below 
average (under 90), average (90 to 109), and above 
average (110 and over). For each of these groups 
there was computed the percentage of children who 
were found, on physical examination, to have cer- 
tain physical defects. For a large number of defects 
the prevalence among children below average intel- 
ligence quotient was slightly greater than among 
children above average intelligence quotient, the 
prevalence among children of average intelligence 
quotient usually falling between the other two rates. 
No particular defect, with the possible exception of 
defective hearing, stands out as having a particularly 
close relation to the intelligence quotient. The re- 
lationship between the intelligence quotient and 
physical defects appears to be of a general rather 
than a specific nature. 

The mean measurements of children in these same 
three intelligence quotient groups were compared. 
The mean measurements of the group of children 
with intelligence quotient above average are slightly 
greater than the mean measurements of those below 
average. Although slight, the differences are fairly 
consistent in the various age groups for each sex, 
and are true of nearly all the physical measure- 
ments that were taken in this study. 


In view of the fact that the intelligence tests used 
in this study appear to be indicators of total mental 
equipment rather than “native” ability alone, the 
slight tendency for a higher intelligence quotient to 
be associated with better physical condition and 
development might be interpreted in several ways: 
(a) The handicap due to physical defects may result 


|in slower mental development; (b) the children who 


are low in mental development may tend to come 
from families whose innate or constitutional physical 
characteristics are also below average; (c) the slow- 
er physical and mental developments may both be 
the result of other factors with which both are cor- 
related, such as adverse conditions of various kinds. 
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From the data at hand it is impossible to say which 
if any of these interpretations is correct, but it is 
possible that each of them may contain some truth.— 
United States Public Health Service. 


WEEKLY HEALTH INDEX 


Telegraphic returns from 63 cities with a total 
population of twenty-nine million for the week end- 
ing Sept. 23 indicate a mortality rate of 11.4 as 
against a rate of 10.9 for the corresponding week 
of last year. The highest rate (20.0) appears for 
Albany, N. Y., and the lowest (7.4) for Fall River, 
Mass. The highest infant mortality rate (204) 
appears for Utica, N. Y., and the lowest for Lynn, 
Mass., Portland, Oreg., Somerville, Mass., and Spo- 
kane, Wash., which reported no infant mortality. 

The annual rate for 63 cities is 13.2 for the thirty- 
nine weeks of 1929, as against a rate of 12.9 for the 
corresponding weeks of 1928. 


THE CONTRACT FOR THE WEST END HEALTH 
UNIT 


The contract for the West End Health Unit has 
been signed by the trustees of the George Robert 
White Fund. This building will be erected at Blos- 
som and Parkman Streets, West End, by the Mat- 
thew Cummings Company for $330,500. 

This building will be on a lot 15,262 square feet 
which cost $161,700. This location has streets on 
three sides and is the center of that section of the 
city. The building will be three stories high of 
colonial architecture. 

In a general way the internal arrangements will 
be very much like the Roxbury unit which was 
dedicated recently, and like the other health units 
built under the George Robert White Fund will, on 
completion, be placed under the administration of 
the Boston Health Department. 


A BRIEF BIOGRAPHY OF FRIEDRICH LOEFFLER 
(1852-1915) 


While Robert Koch was tracking down the tubercle 
bacillus there sat working at his right hand a man 
who was soon afterward to become scarcely less 
illustrious as the discoverer of the bacillus of diph- 
theria. 

Friedrich August Johann Loeffler was born in 
Frankfurt-on-the-Oder on June 24, 1852. He was the 
son of a celebrated professor of military medicine 
and surgeon-general of the Prussian army. Hence 
it was his destiny to receive the best possible medi- 
cal training the German Empire could provide. He 
studied at the University of Wuerzburg, where he 
prepared for the military medical service of which 
his father had been the supreme and honored chief. 

He was admitted to the Medico-Chirurgical Acad- 
emy of the Army and became Medical Aide succes- 
sively to the Charité Hospital in Berlin, the Tenth 
Regiment Artillery and the First Regiment Infantry 
at Potsdam. In 1879 he was called to the Govern- 
ment Health Office, and worked in various important 
laboratories, including that of Koch, with whom he 
brilliantly collaborated for four years, becoming re- 
sponsible for researches and discoveries of a high 
order. 

During these years Loeffler isolated the bacillus of 
swine erysipelas and that of glanders, and in 1884 
announced his most important discovery of the bacil- 


lus of diphtheria, which he had succeeded in differ- 
entiating from the pseudo-diphtheria organism. Klebs 
had already seen it in 1883, but it remained for 
Loeffler to establish its causal relation to diphtheria, 
isolating, culturing and inoculating it into animals. 
His description of the organism and his experiments 
were so thorough that they have never been im- 
proved upon to this day, his findings being confirmed 
over and over again by subsequent experimenters. 
He observed the rapidity with which it multiplies and 
becomes localized in false membranes without enter- 
ing the blood stream. The bacillus was always found 
remaining at the site of inoculation, from which he 
argued that it must elaborate a very active toxin 
that infects the whole organism, rapidly killing its 
host unless promptly destroyed at the site of injec- 
tion. He predicted that such a toxin would be dis- 
covered, and four years later Roux found it, thus ~ 
making it possible for Behring in his turn to dis- 
cover an antitoxin, and eventually to give the world 
an effective diphtheria preventive in the form of 
toxin-antitoxin. 

In the same year in which Loeffler made this great- 
est of his discoveries he was named Medicin-Major 
and attached in this rank to the Friedrich Wilhelm 
Medico-Chirurgical Institute, where he gave a course 
of instruction to officers. He was also named Chief 
of the Laboratory of Chemistry and Hygiene at the 
First Military Hospital in Berlin. His perfect famili- 
arity with English and French, and his ability to read 
Italian, Spanish, Greek, Danish and Russian made it 
possible for him to keep abreast of the medical 
progress of all Europe. In 1888 he became a profes- 
sor at the University of Greifswald, being given his 
choice between this and a chair at Giessen. Three 
years later he declined a chair at the University of 
Marburg. 

He was the first to discover a “filterable virus” 
(1898) in his study of foot-and-mouth disease in cat- 
tle. He found that the virus of this disease would 
pass through the finest stone filter and leave no dis- 
coverable micro-édrganism. Since this observation no 
less than 18 diseases have been found to be caused 
by such a virus. He was also the first to use 
methylene-blue staining, the value of which he 
demonstrated in his great finding of the diphtheria 
bacillus. 

Loeffler wrote a considerable number of works, 
the chief of which were on diphtheria, erysipelas, 
immunity, the use of steam for sterilization, and the 
discovery of the bacillus of glanders. These ap- 
peared for the most part in the publications of the 
Government Health Office and in the Centralblatt fiir 
Bakteriologie, Parasitenkunde und Infektionskrank- 
heiten, of which he was one of the founders and 
principal editors. He left unfinished a valuable his- 
tory of bacteriology, which he had brought up to 
1878 when death cut short his work in 1915. 

To the patient and exhaustive researches of 
Loeffler the world is indebted today for laying the 
foundations on which others were to erect an edifice 
culminating in complete victory over one of the 
most formidable scourges that has ever attacked 
man.—Bulletin of New York Department of Health. 


HEALTH HAZARD OF EXPOSURE TO 
SILICA DUST IN THE GRANITE INDUSTRY 


A few years ago, the United States Public Health 
Service began a series of intensive studies on the 
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health of workers in dusty trades. The first study 
was reported in 1928, and dealt with the health of 
workers in a cement plant. The report on the second 
study, dealing with the health of workers exposed 
to silica dust in the granite-cutting industry (Pub- 
lic Health Bulletin No. 187) has recently been pub- 
lished. 

This report brings out clearly the extent of the 
hazard under such conditions as existed in the plants 
studied. Of particular importance is the fact that 
it was possible by differentiating occupations on the 
basis of the amount of dust exposure, to determine 
within broad limits how much dust of the com- 
position studied can be tolerated by workers with- 
out serious deleterious effects. The conclusion was 
reached that a maximum of dust exposure falling 
somewhere between 10 and 20 million particles per 
cubic foot of air is a desirable limit for dust con- 
taining about 35 per cent. free silica in the form of 
quartz. It was also concluded, on the basis of a 
study made in other plants having local exhaust 
ventilation systems, that this limit could be reached 
by the use of economically practicable ventilating 
devices of this character. The recommendation was 
made that occupational processes in which little 
dust is produced be segregated in separate rooms of 
buildings. 

It should be pointed out that the limit established 
was not found to prevent the occurrence of silicosis. 
It was found, however, that there seemed to be 
no particular liability to pulmonary tuberculosis. 
where the concentration of dust was within this 
limit. 

The study was of such a character as to present 
a rather definite picture of what happens to men 
working for many years under a dust hazard of the 
extent described. The salient points may be sum- 


marized as follows: 


(a) The long period of service before the liabil- 
ity to tuberculosis becomes manifest (generally 20 
years or more). 

(b) The sharp correlation between length of ex- 
posure to the dust and the prevalence of tuberculosis 
and also the death rate from this disease. 

(c) The close relation between the extent of dust 
exposure and the health of the men. 

(d) The universal occurrence of silicosis among 
the workers. 

(e) The large proportion of workers finally suc- 
cumbing to tuberculosis. 

(f) The almost invariably fatal form of the dis- 
ease within a short time after the onset. 

(g) The different character of silicosis as mani- 
fested by x-rays compared with that shown where 
there is exposure to a dust with a much higher 
content of free silica. 

(h) The location of the tuberculous lesion, usually 
basal, where the disease complicates silicosis. 

(i) The absence of deaths from silicosis per se, 
tuberculosis apparently always intervening. 

(j) The failure of workers to recover from their 
condition upon going into non-dusty trades. 

(k) The high incidence of sickness of a severe 
nature from causes other than tuberculosis. 

(1) The rising sickness and mortality rates from 
tuberculosis due to longer use of the hand-pneumatic 


tool. 
(m) The high death rates at the present time 


from tuberculosis, compared with normal industrial 
experience. 

This investigation paralleled in its method the 
studies which are being conducted in other dusty 
trades and included a record of the sickness and 
mortality occurring among granite cutters for a 
period of more than two years, complete physical 
examinations with special reference to the develop- 
ment of tuberculosis, x-rays, sputum analyses, and 
autopsies, together with a careful analysis of the 
atmospheric dustiness under varying conditions. A 
study of mortality among such workers based on 
death certificates was also made. 

The bulletin is of particular interest because of 
the large number of excellent x-rays, micro-photo- 
graphs of the lungs, detailed histories of individual 
cases, as well as the extensive clinical discussions 
and the detailed analyses of statistical findings.— 
United States Public Health Service. 


CORRESPONDENCE 


A DECISION IN AN INDUSTRIAL 
ACCIDENT CASE 


Boston, October 9, 1929 


Editor, 
NEw ENGLAND JOURNAL OF MEDICINE: 

The rights of hospitals, both public and private, 
under the Workmen’s Compensation Act has been 
a bone of contention for some time. 

A recent decision in the case of 

Louis Ludmersky, Employee 

Shawmut Construction Co., Employer 

Mass. Bonding & Ins. Co., Insurer 

I. A. B. No. 70226-T 
is of great importance and interest to hospitals in 
general and to those connected with them. In that 
case, the employee injured his finger on December 
8, 1928 when a nail pierced it. Subsequently, a 
septic condition arose, the employee’s condition be- 
came worse and a. physician was called. 

The condition grew worse, the swelling increased, 
there were pains in the axilla, and the employee 
was finally sent to a private hospital, the New Eng- 
land Sanitarium; and because the employee was 
partially delirious he was put into a private room 
and charged $40 a week, and subsequently changed to 
another room at $42 a week. 

The employee having paid this bill asked for re- 
imbursement at the actual rate paid and refused 
to accept the $23-rate generally allowed by the Indus- 
trial Accident Board for ordinary cases. 

A unanimous decision was rendered by the Board 
sustaining the full hospital rate of $40 and $42 
respectively. The decision of the Board reads in 
part as follows: 

“The employee lived at home with his wife and 
several children . .. there was some opposition on 
the part of the employee’s family about his going to 
the hospital, but Dr. Pavlo considered it necessary 
and took him there . . . the employee was partial- 
ly delirious, his temperature was high and his con- 
dition was such that Dr. Pavlo felt that he could not 
be properly taken care of at home or in the public 
ward of a hospital . . . that he had a streptococcic 
germ which was carried into his system by the ac- 
cident of December 8th and the employee’s 
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condition was such that he needed a private nurse 

besides a private room.” 

The decision then goes on to state— 

“Counsel for the employee makes three specific re- 
quests: 

1. That there should be an allowance for hospital 
bills at the rate of $40 or $42 a week (depending 
upon the room which the employee occupied). 

2. That he should be allowed to argue the matter 
before the full reviewing board. 

3. That the rate specified by the Board for the 
amount of allowance for hospital bills of $23 
weekly does not apply in this case as the em- 
ployee was sent to a private and not to a public 
hospital. 

“As to the claim of the New England Sanitarium and 
Hospital it appears that the employee was sent to 
this institution by Dr. Pavlo when he was in a 
delirious or semi-delirious condition and was clearly 
in a serious state. The physician testified that the 
employee’s condition was such that he could not 
properly be put in a public ward and there was no 
evidence to contradict this. We find that the charge 
made by the hospital for rooms, to wit, $40 a week 
for one room and $42 a week for another room, 
is reasonable.” 

The Board then allowed re-payment of the hospi- 
tal bill at the rates of $40 and $42 a week for such 
time as it felt that hospitalization was necessitated 
by the injury and allowing the payment of the 
nurses’ bills at the rate of $6 a night for the period 
when nurses’ attendance was necessary, and allow- 
ing payment to Dr. Samuel G. Pavlo for most of his 
services. 

This case is the only one which I know distinctly 
allows the full rate of $40 and $42 a week instead of 
the usual rate of $23 a week in a case seriously 
litigated by the insurer and going to an actual 
written decision. As no appeal has been made by the 
insurer the decision is final. 

I think it a fair construction of this case that the 
Board has taken a definite stand that hospitals 
should be allowed their full rate for private rooms 
when the patient’s condition is such that a private 
room is necessary and where the ward is not a 
proper place for that patient. 

The decision seems to me to be a just one when 
we bear in mind that insurers regularly pay rates of 
$40 and even more to private hospitals to which the 
insurers’ physicians send patients; and a like rule 
ought to prevail where the employee’s own physician 
selects the hospital. 

The case was heard by Commissioner Edward E. 
Clark, and the- decision signed by him and Com- 
missioners William W. Kennard, Chester E. Gleason 
and Emma S. Tousant. 

Very truly yours, 
SAMUEL B. Horovitz. 


INVITATION TO THE MEETING OF THE SOUTH- 
ERN MEDICAL ASSOCIATION RECEIVED BY 
DR. WALTER L. BURRAGE, SECRETARY OF 
THE MASSACHUSETTS MEDICAL SOCIETY 


You and the members of your association are most 
cordially invited to attend the next annual meeting 
of the Southern Medical Association which will be 
held in Miami, November 19 to 22. Our Association 
is making every effort to make this the outstanding 
meeting of the Southern Medical Association. The 


scientific program, with its twenty Sections, will in- 
sure a most diversified and interesting meeting. The 
clinics to be presented by the Dade County Medical 
Society will afford an excellent demonstration of the 
practical phases of medicine and surgery. 

The sunshine and optimism of Florida will be in- 
jected into a well-arranged entertainment program. 
Golfing, boating, swimming, fishing and trap-shooting 
will be here for you. Miami and Miami Beach are 
amid the tropical setting of the show places of this 
great nation. At this season of the year, they are 
particularly beautiful as are other sections of Florida. 
The members of your Association will be afforded 
the opportunity of not only attending the best meet- 
ing the Southern Medical Association has ever held, 
but also of visiting our beautiful state to which thou- 
sands of tourists make an annual pilgrimage. 

It is a privilege for the Florida Medical Associa- 
tion to entertain this great Association and we are 
desirous of having your members as our guests dur- 
ing the coming meeting of the Southern Medical 
Association. May I ask that you give this meeting 
editorial space in the coming issue of your JOURNAL. 

Thanking you for your co-dperation and looking 
forward to greeting you personally in Miami in No- 
vember, I am 

Most cordially yours, 
SHALER RICHARDSON, M.D., Secy-Treas.-Editor. 


DR. CHEVALIER JACKSON OF PHILADELPHIA 
TO LECTURE AT BROCKTON 


Editor, NEw ENGLAND JOURNAL OF MEDICINE: 

On Tuesday, October 29th, at Massasoit Hall, 6 
Main St., Brockton, at 8 P. M., Dr. Chevalier Jackson 
of Philadelphia, world renowned Bronchoscopist will 
lecture to the members of the Plymouth District. 

The subject of his address will be: “Bronchoscopy 
as an Aid to the Internist and Surgeon in the Diag- 
nosis and Treatment of Diseases of the Lung.” Lan- 
tern slides and moving picture demonstrations. 

We extend a cordial invitation to all physicians, 
members of the Massachusetts Medical Society, to be 
present as our guests. 

Sincerely yours, 
Tuomas H. McCartnuy, 
President, Plymouth District, 
Massachusetts Medical Society. 


AN APPEAL FOR ASSISTANCE 


Committee of Revision 
of the 
Pharm: copoeia of the United States of America 
1920—1930 
Sept. 27, 1929. 
To the Editor :— 

The extent of present day use of deleted Phar- 
macopoeial drugs is one of those decennial questions 
which always causes some discussion when the time 
for a new Pharmacopoeia approaches. A number of 
efforts have been made in the past to secure exact 
facts upon which to base correct ‘judgments for the 
U.S.P. Scope and again an appeal is made for help 
in making such a study. 

A questionnaire has been suggested by physicians 
of the Committee as a check upon the decisions of 
the past twenty years. Copies will be sent by the 
Chairman of the Committee of Revision to any one 


— 


794 


EDITORIAL DEPARTMENT 


N.E. J. of M. 
October 17, 1929 


who is interested. Write E. Fullerton Cook, 636 
South Franklin Square, Philadelpiia, Pa. 

At the same time reference should again be made 
to the Eleventh Decennial Pharmacopoeial Conven- 
tion called for Washington, D. C., May 13, 1930. All 
delegates must register at least sixty days before the 
Convention, the last date being March 14, 1930. If 
credential blanks have not yet been secured, write 
Dr. Lyman F. Kebler, 1322 Park Road, N. W. Wash- 
ington, D. C. 

Respectfully, 
FULLERTON Cook, 

Chairman, Committee of Revision, United States 

Pharmacopoeia, Tenth. 


OFFICIAL ACTIONS BY THE BOARD OF 
REGISTRATION IN MEDICINE 


The Commonwealth of Massachusetts 
Department of Civil Service and Registration 
Board of Registration in Medicine 
State House, Boston 

October 10, 1929. 


Editor N. E. JouRNAL OF MEDICINE: 

At the special meeting of the Board of Registra- 
tion in Medicine held October 3, 1929, the registra- 
tion of Dr. Samuel Harris, 250 Commonwealth Ave- 
nue, Boston, was suspended for six months. 


Dr. FranK M. VAUGHAN, Secretary. 


NEWS ITEMS 


DR. DWIGHT O’HARA of Waltham delivered the 
address on the recent occasion of the graduation of 
nurses from the Symmes Arlington Hospital School 
of Nursing. 


TWENTY-FOUR THOUSAND CHILDREN  IM- 
MUNIZED—Since July, 1928, twenty-four thousand 
children in Lowell, Massachusetts, have been im- 
munized against diphtheria under the direction of 
Dr. John J. McNamara of the department of school 
hygiene. 

The work is being continued in the weekly clinics. 


A COURTESY EXTENDED TO DR. KARL SUD- 
HOFF—Dr. Karl Sudhoff, the distinguished medical 
historian and director of the Institut fiir Geschichte 
der Medizin at Leipzig since 1905, was given a small 
dinner at the Harvard Club, October 7, by physicians 
and friends of Harvard University. He was wel- 
comed to Boston by Professor E. K. Rand, in the 
name of the Mediaeval Academy of America and Dr. 
Harvey Cushing, Harvard Medical School. Among 
those present were Dr. George Sarton, Dr. E. W. 
Taylor, Dr. F. T. Lewis, Dr. John Bartol, Dr. H. R. 
Viets and Dr. Stephen D’Irsay. Dr. Sudhoff will 
attend the opening of the William H. Welch Li- 
brary in Baltimore, October 17 and 18. 


NOTICES 


Dr. Carroll E. Edson of Denver, Colorado, has noti- 
fied the Secretary of the Massachusetts Medical Soci- 
ety that he accepts the honor of the appointment 
to deliver the Shattuck Lecture for 1930. 


REMOVALS 


Dr. B. M. Fried announces the removal of his office 
from 636 Beacon Street to the Holmes Medical Build- 
ing at 471 Commonwealth Avenue, Boston. 


Dr. Alexander Quackenboss of 25 Marlborough 
Street, Boston, has retired from the practice of medi- 
cine. 


Dr. Arthur N. Broughton has moved his office 
from 270 Commonwealth Avenue to the Longwood 
Medical Building, 319 Longwood Avenue, Boston. 


Dr. Frank R. Ober and Dr. A. H. Brewster announce 
the association with them of Dr. Joseph S. Barr at 
234 Marlborough Street, Boston. 


Dr. Newman Cohen has moved his office from 19 
Mount Hood Road, Brighton, to 1069 Boylston Street, 
Boston. 


ERRATUM 


In the obituary notice of Dr. Morton Prince pub- 
lished September 26, a mistake was made regarding 
the year of his graduation. He was graduated from 
Harvard College in 1875 and from the Harvard Medi- 
cal School in 1879. He, therefore, celebrated his 
fiftieth college anniversary in 1925. 


STATE-AIDED CANCER CLINICS 


The annual conference of the staffs of the State- 
aided Cancer Clinics will be held at the Lowell Gen- 
eral Hospital, Oct. 23, Wednesday. The Lowell 
Cancer Committee will act as hosts. 

At 10 A. M. there will be a dry clinic with discus- 
sion of cases conducted by the staff of the Lowell 
Cancer clinic. 

Luncheon will be served at 12:30 P. M. by the 
Hospital authorities. During luncheon administrative 
clinic problems will be presented by Dr. Bigelow. 

At 1:30 P. M. Dr. William P. Graves, Professor of 
Gynecology at Harvard Medical School will read a 
paper on “Cancer of the Female Genital Tract”. 

Following this, Dr. Clarence C. Little, Managing 
Director of the American Society for the Control of 
Cancer, who is also conducting cancer research at 
the Roscoe B. Jackson Memorial Laboratory will 
speak on “Recent Progress in Cancer Research”. 

The meeting will be held in the new Shedd Me- 
morial Building, and it is hoped that the entire 
building will be ready for inspection at this time. 


UNITED STATES PUBLIC HEALTH SERVICE 


Surgeon C. E. Waller of the U. S. P. H. has been 
directed to proceed from Washington, D. C., to Bos- 
ton, Mass., and New York, N. Y., and return, in con- 
nection with venereal disease control measures. 


REPORTS AND NOTICES OF 
MEETINGS 


NEW ENGLAND SURGICAL SOCIETY 


The Twelfth Annual Meeting of the New England 
Surgical Society was held on September 27 and 
28. Fall River and Providence shared the honor of 
entertaining the Society this year and gave the 
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members much to remember, both intellectually and 
socially. Many of the men came to Providence on 
Thursday and spent the night at the Biltmore. An 
early start was made next morning by car and bus 
for Phil. Truesdale’s Hospital at Fall River. An in- 
teresting program of operating was enjoyed and we 
were given an opportunity to examine the new Earle 
P. Charlton Surgery. 

At noon transportation was again provided to 
Acoaxet, Westport Harbor, where Dr. and Mrs. Trues- 
dale entertained both the doctors and their wives 
at a delightful lunch. About twenty ladies came 
after spending the forenoon in riding about Provi- 
dence with their hostesses. In the afternoon the 
scientific program was carried out at the Casino 
at Westport Harbor. A symposium on Kidney Stone 
was put on by the Urological members in their usual 
complete and snappy way. 

After this the President, Dr. Truesdale, read his 
presidential address, ‘Medical Illustrations of Antiq- 
uity to the Medical Audio-cinema of the Present”, 
and then put on his “Talking movie” of his monu- 
mental work on the development of diaphragmatic 
hernia that created so much enthusiasm at the 
American Medical Association meeting at Portland 
and brought its author such well-deserved honors. 


Following this a representative of the producing 
company spoke of the possibilities of use of the 
talking movies in medicine and then showed us an 
amusing “talkie’’. 

Again by automobile to the Squantum Club of 
much renown on the Providence River. The hospi- 
tality of this time-old organization was certainly 
equal to its great traditions and was much enjoyed. 
After the dinner Dr. Truesdale introduced Dr. Ar- 
thur H. Ruggles of the Butler Insane Hospital who 
spoke on the relationship of Psychiatry to Surgery. 
The President then introduced Professor Frederic 
P. Gorham of the Biological Department of Brown 
University who spoke of the work of the Graduate 
School of Biology and told of some of the problems 
under investigation there. Dr. Fred B. Lund of 
Boston was called upon and made a few remarks. 


Saturday morning the men split forces, some going 
to the Pawtucket Hospital to witness an operative 
clinic by Dr. Arthur T. Jones and Staff, while others 
went to the Rhode Island Hospital for an interesting 
dry clinic by Drs. Kingman, Danforth, Hammond, 
Pickles, Clark and others, including interesting re- 
marks by Dr. Peters, Superintendent of the Hospital. 
All gathered again as guests of the Rhode Island 
Hospital Trustees for lunch. 

In the afternoon the Annual Executive Session was 
held and the following officers elected: 

President, David Cheever, M.D., Boston, Mass. 

Vice-President, Arthur T. Jones, M.D., Providence, 
R. I. 

Secretary, John M. Birnie, M.D., Springfield, Mass. 

Treasurer, Peer P. Johnson, M.D., Beverly, Mass. 

Recorder, Walter G. Phippen, M.D., Salem, Mass. 

Boston was selected as the place of next meeting. 

It was also voted to appoint a committee to con- 
sider the possibilities of the Talking Movie in the 
Teaching of Surgery. 

The following men were elected to membership: 

Donald Stansbury Adams, M.D., Worcester, Mass. 

Charles Porter Chandler, M.D., Montpelier, Vt. 

Oliver Newell Eastman, M.D., Burlington, Vt. 


James J. Hepburn, M.D., Boston, Mass. 

Michael Francis McGuire, M.D., Montpelier, Vt. 

Donald Munro, M.D., Milton, Mass. 

Clifford Atherton Pease, M.D., Burlington, Vt. 

George Gilbert Smith, M.D., Boston, Mass. 

Philip Duncan Wilson, M.D., Boston, Mass. 

Frank A. Pemberton, M.D., Boston, Mass. 

In the afternoon the Scientific program was con- 
tinued with the following papers: 

“Some Problems in the Dispensary Teaching of 
Surgery.” W. E. Hartshorn, M.D., New Haven, Conn. 

“Gastroenterostomy with a Transverse Jejunal In- 
cision.” A Clinical and Experimental Study. T. S. 
Moise, M.D., New Haven, Conn. 

“What Can the Members of the New England 
Surgical Society do to Improve the Treatment of 
Fractures?” C. I. Scudder, M.D., Boston, Mass. 

“Chronic Cholecystitis and the Graham Test.” E. 
L. Young, M.D., Boston, Mass. and Horace Sowles, 
M.D., Boston, Mass., by Invitation. 

“Compressed Air Rupture of the Intestines.” 
C. Patterson, M.D., Bridgeport, Conn. 

“The Comparative Study of Body Fluids in Can- 
cerous and Non-Cancerous Individuals.” H. C. Pitts, 
M.D., Providence, R. I. 


CASE REPORTS 


“Melanotic Sarcoma of the Small Intestine.” F. 
B. Lund, M.D., Boston, Mass. 

“Duodenal Fistula.” T. W. Worthen, M.D., Hart- 
ford, Conn. 

The ladies of Fall River and Providence enter- 
tained about twenty-five wives during the sessions. 
Mrs. Truesdale’s lunch has already been spoken of 
and on Friday evening Mrs. Arthur T. Jones gave a 
dinner for them at her home. On Saturday morn- 
ing they were taken over the delightful drive to and 
around Newport coming back to the Rhode Island 
Country Club as guests of Mrs. John W. Keefe for 
lunch. The visiting ladies much appreciated all this 
attention and their thanks are extended to their 
hostesses. 

About eighty-six men attended the meeting and 
voted it a thoroughly good time. The Committee 
of Arrangements, Dr. Arthur ‘'. Jones and Dr. Ralph 
W. French, are to be congratulated on the smooth- 
ness of the proceedings and the thanks of the Society 
are due to them as to the surgeons of both cities 
in great measure. 


D. 


A JOINT MEETING OF THE GREATER BOSTON 
MEDICAL SOCIETY AND THE BETH ISRAEL 
HOSPITAL STAFF 


A joint meeting of the Greater Boston Medical 
Society and the Beth Israel Hospital was held on 
Wednesday, October 2, 1929, at 8:15 P. M., at the 
Beth Israel Hospital. Dr. H. C. Solomon, President 
of the Society, introduced Dr. Alvan L. Barach, who 
spoke on “The Treatment of Pneumonia with spe- 
cial reference to Oxygen Therapy and Active Im- 
munity.” 

The case of the evening was presented by Dr. H. 
L. Blumgart. The patient was a boy of thirteen 
with an irrelevant past history. The present illness 
began a year and a half ago when he entered the 
Peter Bent Brigham Hospital complaining of fever, 
progressive weakness, and pain in the arms. He 
was discharged improved, but soon returned with 
the same trouble. At both admissions he was found 
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to have a mild anemia of three million, a leucopenia 
of three thousand, a palpable spleen, no cardiac 
signs, and a negative urine. He improved with 
liver, iron, and transfusions, but recently came back 
to the Beth Israel Hospital with his old complaints. 
The same findings were recorded. In his attacks 
fever reached 105 degrees, the spleen became en- 
larged, the red and white count diminished together 
with the reticulocyte count. After the fever, the 
spleen diminished and the blood counts rose. Va- 
rious diagnoses were considered, but the final one 
was that of some sort of splenic anemia with an 
aplastic phase. The treatment is to be splenectomy. 
Dr. Barach in opening his paper explained that 
the use of oxygen in pneumonia is based on three 
premises: first, the absence of oxygen which causes 
symptoms from a slight headache to nausea, vomit- 
ing, and collapse; second, pneumonia patients suffer 
from lack of oxygen; third, the saturation of the 
blood with oxygen helps them in the acute stages. 
The first apparatus used consisted merely of a 
mouthpiece through which oxygen was _ breathed. 
This was found to interfere with eating and the 
patients complained of it. A nasal catheter was 
next used and Dr. Barach has succeeded in raising 
the oxygen saturation of air in the naso-pharynx up 
to 37%. New apparatus were continually devised 
from whole tents over the bed to merely a bag over 
the patient’s head. The device used by Dr. Barach 
includes the upper part of the body and the amount 
of oxygen is controlled by a valve acting through 
a pressure gauge. In the hospital he has constructed 
an oxygen room which is much more convenient. 
To attempt to draw any conclusions from com- 
parative statistics as to the efficacy of oxygen ther- 
apy is rather hopeless, Dr. Barach pointed out. 
While the factors in repair are the same in oxygen 
treated and untreated cases, not only do the various 
types of organisms vary in their fatality, but also 
the mortality varies with the age of the patient, and 
the fact of a positive blood culture. Most statistics 
are usually lacking in some one of these essentials. 


Clinically speaking, however, oxygen does help 
in these cases. Several patients were without a 
doubt saved by this procedure which in one case 
was continued for sixty-one days. Briefly, the use 
of the oxygen is to tide the patient over to the 
point where immunity begins. Dr. Barach advised 
that the oxygen be used only when cyanosis sets in. 

The use of vaccines in pneumonia seems to be 
helpful, according to Dr. Barach. He used them in 
rats and rabbits, where they seemed to help. Expe- 
rience has shown that the subcutaneous administra- 
tion acts to slowly, while intravenous antigen 
usually causes the appearance of immunity on the 
sixth day and sometimes on the fifth. 

Dr. James H. Means opened the discussion on the 
paper. He emphasized the efficacy of the oxygen 
tent in any condition in which arterial anoxemia 
is suspected such as post-operative or “wet” pneu- 
monias, post-operative embolism, and pulmonary 
edema following cardiac failure. 

Dr. Hermann L. Blumgart pointed out that it is 
practically impossible to get statistics which can be 
used for comparative purposes. Yet clinical results, 
shown by the fall of the ventricular rate and the 
loss of cyanosis, are very gratifying. The attitude 
rampant now is that oxygen therapy is the action 
of last resort and as a result many deaths occur 


which cannot be attributed to the failure of the] 79¢ 


oxygen therapy. At the Beth Israel Hospital an 
oxygen room is used rather than the tent because 
it is cheaper to run, is less noisy, and allows con- 
tinuous nursing care without interruption. 

After Dr. Barach answered a few questions, Mr. 
Collins, who manufactures the tents, demonstrated 
one to an interested audience and the oxygen cham- 
ber was open to inspection. The meeting was very 
well attended. 


MASSACHUSETTS HOMOEOPATHIC HOSPITAL 


The regular monthly meeting of the staff of the 
Massachusetts Homoeopathic Hospital will be held 
at 8 P. M. on Friday, October 25, 1929. The program 
will be in charge of the Departments of the Eye, Ear, 
Nose and Throat and will include the following: 

1. “Eye findings in cases of Brain Tumor’’—Dr. 
J. J. Skirball. 

2. “Recent advances 
Henry M. Emmons. 

3. “Report on Eye work at the Evans Memorial” 
—Dr. W. D. Rowland. 

4. Clinical Case Reports. 


THE SECTION OF PEDIATRICS OF THE NEW 
YORK ACADEMY OF MEDICINE 


The Section of Pediatrics will unite with the 
Philadelphia Pediatric Society and the New England 
Pediatric Society in a joint meeting to be held in 
Boston on October 26. The program will be mailed 
to Section members. 


in Ophthalmology”’—Dr. 


NEW ENGLAND SECTION OF THE AMERICAN 
ACADEMY OF PHYSIOTHERAPY 


The next regular meeting of the New England 
Section of the American Academy of Physiotherapy 
will be held at the Square and Compass Club, 488 
Beacon Street, Boston, at 8 P. M., on October 23, 
1929. 

Dr. Byron S. Price, New York City, Former Presi- 
dent of the American Academy of Physiotherapy, 
will address the Section on: Some Researches in 
High Frequency. 

Dr. Price has been conducting some interesting ex- 
periments for the past two years and we are sure 
to learn something of value. 

Those of the Section who care to will meet in the 
dining room of the Square and Compass Club at 
6:30 for dinner before the meeting. 

Members are urged to be present and bring a medi- 
cal friend or technician who is interested in Physio- 
therapy. 

ARTHUR H. Ring, Secretary-Treasurer. 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 
October 7-19—New York Academy of Medicine. Detailed 
notice appears on page 657, issue of September 26. 
October 18—New England Roentgen Ray Society. De- 
tailed notice appears on page 746, issue of October 10. 
October 21, 22, 23, 24, 25—International Assembly of the 


Inter-State Post- Graduate Medical Association of North 
For detailed notice see page 341, issue of 


ober 23—Annual Conference of the Staffs of State 
Aid Dancer Clinics. See page 794. 
October 23—New England Section of the American 
Academy of Physiotherapy. Detailed notice appears above. 
October 25— Massachusetts De- 
tailed notice appears elsewhere on this 
October 26—The Section of Pediatrics a “ie New York 
Academy of Medicine. Complete notice appears on page 
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November 4, 5, 6 and 7, 1929—Clinical Congress and 
Eighth Annual Meeting of the American College of Physi- 
cal Therapy. See page 149, issue of July 18, for details. 

December 2-6—The Radiological Society of North Amer- 
ica, oak notice appears on page 149, issue of July 18. 

May 5-10, 1930—First International Congress on Mental 
Hygiene, See page 191, issue of July 25, for details. 

DISTRICT MEDICAL SOCIETIES 
Berkshire County Medical Society 

October 30—The next meeting of this Society will be 
held at the Park Club, Pittsfield, at two o’cloc 

— speaker will be Dr. Chevalier Jackson “of Philadel- 


The subject will be: ‘Prevention of a Certain Class 
of Accidents to Children.’’ This meeting will be for semi- 
professional workers, child-welfare organizations, as well 
as hospital authorities and student nurses. An invitation 
is also extended to the laity who might be interested. 


HUGH DOWNEY, Secretary. 


Essex North District Medical Society 


November 7 — Thursday — Censors’ meeting at Hotel 
Bartlett, 95 Main Street, ’ Haverhill, (Telephone 3430) at 
. sharp. Candidates should present their diplomas 

at the Secretary one week in advance. 


January 8, 1930—Wednesday—Semi-annual meeting at 
Centre Church Vestries, Main Street, corner of Vestry 
Street, opposite City Hall, Haverhill, (Telephone 548) at 
12:30 sharp. 


May 1—Thursday—Censors’ meeting at 
95 Main Street, Haverhill, (Telephone 3430) a P, M. 
sharp. Candidates should present their Gitemen to the 
Secretary one week in advance. 


May 7—Wednesday—Annual Meeting. 
J. FORREST BURNHAM, Secretary. 
Franklin District Medical Society 
The meetings of the Franklin District Medical Society 


will be held at the Weldon Hotel, Greenfield, Mass., on 
the mone ore of November, January, March and 


y, atl 
CHARLES MOLINE, Secretary. 
Hampden District Medical Society 
The next meeting will be held October 22 at the Spring- 


fleld of Medicine. 
program will be arranged by Dr. L. E. Phaneuf 
ology. 


and the Section of Obstetrics and Gyneco 
HERVEY L. SMITH, Secretary. 
Hampshire District Medical Society 
The meetings of Hampshire District will occur at 11 
A. M. the second Wednesdays of December, February, 


and April and will be held at the Dickinson Hospital, 
Northampton. The annual meeting will be held in May. 


LUTHER O. WHITMAN, M.D., Secretary. 


Middlesex East District Medical Society 
November 13—At Reading. 
January 15—At Boston, Harvard Club. 
March 12—At Melrose. 
May 13—At Unicorn Country Club. 
ALLAN R. CUNNINGHAM, Secretary. 
Middlesex South District Medical Society 
October 29—This meeting comes at the invitation of 
Plymouth District Medical Society, to be held at Massa- 
soit Hall, 6 Main Street, Brockton, at 8 P. Dr. Cheva- 
lier Jackson of Philadelphia will give an address, ‘‘Bron- 
choscopy as an Aid to the Internist and Surgeon in the 
Diagnosis and Treatment of Diseases of the Lung.’’ Lan- 
tern slides and moving picture demonstrations. 


ALEXANDER A. LEVI, M.D., Secretary. 
November 6—Censors’ meeting. 


April 16, 1930—Annual meeting. Commander Hotel, 
Cambridge. Program to be announced. 


Winter meetings—jointly with Suffolk District. 
May, 1930—Censors’ meeting. 
ALEXANDER A. LEVI, Secretary. 
Norfolk District Medical Society 
Schedule of _ectings for the year 1929-1930. Invitations 
ve bee the Unt true cay 
on condition pta 
ctober 29—Medfield State, ‘Hospital, Harding, Massa- 


chusetts. Papers by the 

November Masonic Temple. Dr. Roger 
Graves, ‘“U "ar oe the Standpoint of the General 
Practitioner,” discussion. discussion 


Temple. “Recent 
Diagnosis and Treatment of Syphilis.” 
Speaker to be announced. 


February 24, 1930—Roxbury Masonic Dr. 
Edwin H. Place has been invited to read a a ag! 
been given carte blanche in the selection of his subject. 


March 24, “eet Masonic Temple. Dr. Burton 


E. Hamilton. Subject to announced. 
May Yao 1930—Annual Meeting. Program to be an- 
nounce 


The Censors meet for og examination of candidates, 

November 7, 1929, and Ma 1930, in the Roxbury Ma- 

sonic Temple, 171 Warren am, Roxbury, a at 4:00 P. M. 
Pgs yy must be in the hands of the Secretary 

east one week previous bas date of examination. 

ngage the Roxbury Mason): 

ay of the month, such mes.- 
he Roxbury ae ‘will be held 

“ihe dates abov 


ings as will be held i 
Monday evenings as per 


FRANK 5S. CRUICKSHANK, 
Secretary, Norfolk District Medical Society. 
Plymouth District Medical Society 


October 29—Massasoit Hall, 6 Main Street, Brockton, 
t 8 P. M. Speaker, Dr. Chevalier Jackson of Philadel- 
Shia. Subject: ‘‘Bronchoscopy as an Aid to the Internist 


and Surgeon in the Diagnosis and Treatment of Diseases 
of br Lung.’’ Lantern slides and moving picture demon- 
stration. 

All physicians, members of the Massachusetts Medical 
Society are cordially invited to be present. This is an 
important meeting. 


THOMAS H. McCARTHY, President. 
Suffolk District Medical Society 


Censors’ Meeting. The Censors of the Suffolk District 
Medical Society will meet for the examination of candi- 
dates at the Medical Library, No. 8 The Fenway, Thurs- 
day, November 7, 1929, at 4:00 o'clock. 

Candidates should make personal application to the 
Secretary and present their medical diploma at least one 
week before the examination. 


LELAND S. McKITTRICK, Secretary. 
205 Beacon Street, Boston, Mass. 


BOOK REVIEWS 


Medical State Board Questions and Answers. By R. 
Max Goepp. Sixth Edition. Thoroughly Revised. 
W. B. Saunders Company, 1929. Cloth, $6.00 net. 


The purpose of this book as stated in the Preface 
has been “to provide a convenient compend for the 
use of those who wish to prepare themselves for 
State Board examination’. The author refers to his 
“arduous and exacting undertaking” and presents 
this the Sixth Edition twenty-one years after the 
appearance of the first. The book is too well known 
to need extended comment. It continues to meet a 
need and the author has done well what he set out 
to do. The arrangement is as orderly as may be 
with sections on Physics, Chemistry, Anatomy, 
Physiology, Pathology, Bacteriology, Materia Medica, 
Therapeutics, Practice of Medicine, Surgery, Obstet- 
rics, Gynecology and Hygiene. The book will doubt- 
less be helpful in the future as it has been in the 
past in assisting students to cope with those educa- 
tional horrors, known as State Board examinations. 


The Medical Department of the United States Army 
In The World War. Volume XII. .Pathology Of 
The Acute Respiratory Diseases, and of Gas Gan- 
grene Following War Wounds. Prepared under 
The Direction of Mas. Gen. M. W. IRELAND, The 
Surgeon General. By MAJ. GreorGe R. CALLENDER, 
M.C., and Mas. JAMES F. CoupaL. Washington: 
U. S. Government Printing Office: 1929. 


In the preface of this, the twelfth volume of the 
World War Series, we are told that the two subjects 
mentioned above were chosen as the most important 
conditions of the war from the standpoint of path- 
ology. 

The first section takes up the pathology of res- 
piratory infections, as they appeared in the various 
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home training camps, and is based on previously pub- 
lished articles on this subject. 

The second section is based on personal experi- 
ence and protocols and specimens of the Army 
Medical Museum collection. 

Both of the articles on respiratory disease, and 
gas gangrene are profusely illustrated by beautiful 
colored plates, showing well the pathological anatomy 
of the different conditions. 

A history of acute respiratory disease in the army 
as found in the War of 1812, the Civil War, and the 
Mexican Border Mobilization, is given in the Intro- 
duction, which adds interest to the work as a whole. 

The conclusions as to the etiologic cause of in- 
fluenza are in accord with other authoritative works. 

“While it is probable that the etiologic agent re- 
sponsible for influenza has been reported and de- 
scribed, there is not sufficient evidence in the form of 
agreement among workers, or verification of bacterio- 
logical results, to determine that agent beyond a 
doubt. Furthermore, no explanation of the varied 
bacteriological results, that satisfies even the ma- 
jority of the medical profession, has been made.” 

The bacillus of Pfeiffer is, however rightly given 
the greatest claim as the causative bacterium of in- 
fluenza. 

Section II of the work, devoted to the pathology 
of gas gangrene, contains a wealth of interesting 
material. There were 224,080 officers and men of 
the Expeditionary Force wounded in France, 13,691 
died as a result of wounds, the total death rate being 
6.11 per cent. 

There were 128,265 wounds of the soft parts, with 
9,719 deaths. We are told that of the wounded in 
this group 1389 developed gas gangrene, a little over 
one per cent. The death rate of those wounded and 
infected with gas gangrene was 48.52 per cent. 
Those who sustained fracture of bone along with 
their open wounds had a much higher incidence of 
gas gangrene, than those with wounds of the soft 
parts alone. 

“The presence of the frank pus producers had an 
important influence on checking the progress of gas 
gangrene. This seemed to be specially true of 
staphylococcus. In all probability the positive chemo- 
taxis of these organisms for leucocytes, may well ac- 
count for the reverence with which the surgeons of 
the Civil, and other earlier wars, spoke of ‘laudable’ 
pus in connection with gangrenous wounds.” 

B. welchii, vibrion septique of Pasteur, B. oedema- 
tiens and B. histolyticus are given the first places in 
the causation of gas gangrene. B. welchii being the 
commonest, and vibrion septique being more dan- 
gerous. 

“In all probability the most important factor in the 
production of gas gangrene is the intensive damage 
t>» muscle at a distance from the surface, under con- 
ditions that prevent the free access of oxygen.” 

The authors follow Weinberg and Seguin’s clini- 
cal classification of the different types as follows: 
virulent gangrenes, 1 Emphysematous type. 2 Toxic 
or edematous type. 3 Mixed form. 4 Putrefactive 
gangrene, and b, Avirulent gas gangrenes. 

Microscopic section of gas gangrene muscles are 
shown in numbers of beautiful plates, and they, with 
the numbers of colored and ordinary plates of the 
pathological appearances as seen by the naked eye 
make a complete picture of these lesions which no 
one ean forget, 


This volume will be turned to for years to come, as 
an authoritative account of the subjects therein. 


Orthopedic Surgery. By Str Rosert Jones, Bart., 
K.B.E., C.B., Ch.M., F.R.C.S. (England, Ireland, 
Edinburgh), F.A.C.S. (U. S. A.), and Roserr 
Lovett, M.D., F.A.C.S. Second Edition Revised 
with Collaboration of Nathaniel Allison, M.D., 
F.A.C.S., Frank Ober, M.D., and Harry Platt, M.D., 
M.S., F.R.C.S. (England). New York, William Wood 
and Co. 1929. Price $11.00. 


The second revised and enlarged edition of this 
modern textbook on Orthopaedic Surgery makes the 
most important work on the subject in the English 
language still more valuable. Its international char- 
acter has been continued, since the death of Dr. 
Lovett, by Sir Robert Jones and his eminent British 
colleague, Mr. Harry Platt of Manchester, England, 
and by the two American collaborators, Dr. Nathaniel 
Allison, Professor of Orthopaedic Surgery at the 
Harvard Medical School and Dr. Frank Ober, In- 
structor in Orthopaedic Surgery at Harvard, who was 
Dr. Lovett’s associate in private practice and in- 
timately connected with the preparation of the First 
Edition. In the Second Edition, four new chapters 
have been added, covering the following subjects, 
“Injuries to Peripheral Nerves,” “Affections of Mus- 
cles, Tendons and Fasciae,” “Affections of the Bones 
and Joints of the Spine and Thorax,” and “Ampu- 
tations and Artificial Limbs.” Numerous other 
chapters have been expanded to keep needed pace 
with the recent accumulation of knowledge and with 
the material advancement in the methods and tech- 
nique of operative surgery which has been made 
since the publication of the First Edition. 

The judicial attitude of the authors toward moot 
questions of etiology and treatment which was so 
refreshing and valuable a characteristic of the First 
Edition has been maintained in the Second. Per- 
haps unimportant but none the less real differences 
of opinion between the British and American Schools 
of Orthopaedic Surgery have been frankly admitted 
and both opinions stated. The topography and the 
profuse illustrations are excellent, the diction is 
clear, there is no padding. It is fortunate that so 
sound and useful a book is available for practition- 
ers of medicine and the students of this growing 
branch of surgery. We hope that under the aegis of 
these distinguished names and by succeeding editions 
this standard international textbook will be perpetu- 
ated. 


Gastro-intestinal Diseases: Lectures delivered at the 
James MacKenzie Institute for Clinical Research, 
St. Andrews, winter session, 1927. Edited by Pro- 
fessor DAvip WarTersToN, M.A., M.D., F.R.C.S. 
(Edin.), Bute Professor of Anatomy, University 
of St. Andrews. Humphrey Milford, Oxford Uni- 
versity Press, 278 pages. Price $3.25. 


This little book is a refreshing presentation of 
facts and fancies of gastro-enterology. Arranged in 
the form of lectures given by well-known British 
clinicians at the Institute of St. Andrews, the va- 
rious sections, though brief, are sufficiently com- 
plete to be exceedingly interesting reading. In fact 
the brevity of the various chapters enables a casual 
reader to obtain easily a working conception of many 
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of the interesting phases of gastro-intestinal phys- 
iology. Of particular interest are the sections on 
diet and on superficial pain. The significance of 
hyperacidity is carefully discussed and is probably 
the most correct interpretation of this phenomenon. 
A full comprehension of hyperasthesia and referred 
pain as related to abdominal disease is still to be dis- 
covered, but a discussion of such symptoms as are 
outlined in this book is distinctly helpful. The 
symptomatology of dyspepsia, the surgical aspects 
of gastric and duodenal ulcer, and the early symp- 
toms of gastric carcinoma are well treated. The 
volume contains a good deal of clinical common- 
sense and much that is of scientific as well as prac- 
tical value. This book has much to commend it to 
the general clinician. 


Diseases of the Intestines, by A. P. Cawaptas, O.B.E., 
M.D., M.R.C.P., Senior Physician and Lecturer for 
Clinical Medicine, Evangelismos Hospital, Athens. 
New York, William Wood & Co., 293 pages. 


Pathological physiology as a basis for a proper 
understanding of various syndromes met with in 
intestinal disease is the theme of this interesting 
little book. The very fact that syndrome diagnosis 
is stressed, and an attempt made to analyze intestinal 
symptoms on a general physiological basis is an im- 
portant mode of attack and is in keeping with the 
best tenets of modern medicine. The mechanism of 
intestinal symptomatology is at best imperfectly un- 
derstood and any attempt to link up known facts of 
neuromuscular and chemical activity with common 
symptoms is important and praiseworthy. Perusal 
of this book by Cawadias reveals how incomplete and 
inaccurate is our present knowledge of the normal 
or pathological physiology of the bowel. Methods of 
investigation are still notoriously far from precise. 
In spite of the author’s attempt to simplify concep- 
tions of alimentary tract disease, the reader is more 
or less overwhelmed with a maze of terminology and 
arbitrary classification that does little to clear up 
a very involved situation. A discussion of treatment 
is perforce frequently empirical and at times rather 
too unquestioning and optimistic to be impressive. 
It is unfortunate that a discussion of duodenal ul- 
cer should be included in this book dealing with dis- 
eases of the intestine. It is also unfortunate that 
the author attempts to classify diseases at various 
levels of the bowel with what is an almost artificial 
accuracy. In spite of the above criticisms, the book 
is well worth while as a very intelligent conception 
of functional disease of the digestive tract, the 
treatment of which involves many of the most deli- 
cate problems of medical diagnosis and therapy. 


The Diagnosis and Treatment of Diseases of the 
Stomach, Martin E. Reuruss, M.D., Ass’t Profes- 
sor of Medicine, Jefferson Medical College. W. B. 
Saunders Company. 1236 pages. Price $12.00. 


A book on gastric disease by this well-known 
author of necessity contains much of value and in- 
terest. The present volume is unusually compre- 
hensive, although at times one wishes it were less 
bulky. There is no question that in great part it is 
a resume of the personal views and experiences of 
the personal views and experiences of the author 
and his co-workers and, for this reason, it is of 
particular interest. Of greatest importance are the 


sections on gastric physiology with their special at- 


tention to secretion and motility. In addition to a 
detailed discussion of his own investigations which 
are numerous he quotes much of the best work of 
recent years. Rehfuss emphasizes wisely the wide 
variations in normal gastric activity and goes with 
great detail into the various intrinsic and extrinsic 
causes of malfunction. The diagnosis and treatment 
of peptic ulcer is covered in a conservative but 
very thorough fashion. Gastric surgery is discussed 
by Deaver and there is an excellent chapter on the 
post-operative complications of gastric surgery 
which warrants careful perusal. An _ interesting 
section in which the author enters into a considera- 
tion of other pathological conditions and their rela- 
tion to gastric symptomatology emphasizes rightly 
the close interdependence of all the parts of the 
digestive system. At the conclusion of various sec- 
tions there are numerous excellent bibliographies 
which add greatly to the value of the book. 

In view of the undoubted value of the book it is 
unfortunate that one cannot avoid the impression 
that there is much indiscriminate cataloguing of 
facts and theories. There seems to be little at- 
tempt at a critical attitude toward many of the pro- 
cedures and facts presented, many of which are out- 
worn and of doubtful value. In addition there is 
much repetition, in large part unnecessary. The 
result is a heavy volume of over 1200 pages which 
is apt to discourage any but the most interested 
reader. 


The Duodenum, Medical Radiologic and Surgical 
Studies, PieRRE DuvaL, JEAN CHARLES Roux, and 
HENRI BECLERE, Surgical Clinic, Faculty of Medi- 
cine, Paris. Translated by E. P. Quain, M.D. The 
C. V. Mosby Company, St. Louis. 208 pages. 
Price $5.00. 


Quain’s translation of the monograph by Duval, 
Roux, and Béclére which was published in 1923 is 
well worth a careful study. Active collaboration be- 
tween physician, surgeon and radiologist is none 
too frequent, and the careful discussion of what is 
at best an exceedingly difficult clinical problem is 
extremely stimulating. The symptomatology of 
periduodenitis and the relation to the not infrequent 
continuation of symptoms after cholecystectomy are 
treated in great detail and in a fairly convincing 
manner. Radiologic findings in such conditions and 
the relation between adhesions and symptoms are 
thoroughly discussed in a most conservative way. 
The authors stress the importance of careful x-ray 
studies of the pyloric and duodenal region before and 
after operation, a point which is rarely considered. 
After commenting on the innocuousness of many 
adhesions, detailed consideration is paid to the clin- 
ical picture associated with essential and stenosing 
types of periduodenitis, and with duodenal compres- 
sion. Duodeno-duod tomy o jeju y 
are the methods of choice if surgery is indicated, and 
numerous radiographic studies and case reports are 
given, together with a rather technical description 
of duodeno-jejunostomy. 

An interpolated chapt radiological signs of duo- 
denal ulcer—is of little interest or importance. A 
final chapter discusses the various hypotheses con- 
cerning the causes of duodenal intoxication. It is 


r stomv 


800 


EDITORIAL DEPARTMENT 


N. E. J. of M. 
October 17, 1929 


unfortunate that no mention could be made of the 
most recent investigations which contradict much 
of the work quoted in this section. The theories ad- 
vanced here regarding the cause of duodenal intoxi- 
cation are of very questionable value in the light of 
very recent experimental work which emphasizes 
the importance of inorganic salt loss rather than the 
absorption of hypothetical toxins. The numerous 
case reports are lacking in many important details 
and leave much to be desired. In spite of certain 
omissions the book is of real interest and value, in 
that it constitutes a thoughtful and stimulating con- 
tribution to the study of a very imperfectly under- 
stood subject. 


Affections of the Stomach, Burritt B. Croun, M.D., 
Associate Attending Physician, Mt. Sinai Hospital, 
New York City. W. B. Saunders Company. 902 
pages. Price $10.00. 


In view of the rapidly changing phases of modern 
medicine, it is of particular interest to find a book 
in which the author has been able to slough off much 
which is outworn and to add wisely from that which 
is new. Although by no means a small volume, the 
material in this book of Crohn is carefully and logic- 
ally arranged, and is presented in such a manner 
that each section is in orderly sequence, reasonably 
brief, and more or less of a unit. There is little 
repetition and there has been a careful weeding out 
of many procedures that have outlived their useful- 
ness. Throughout the author’s attitude is refresh- 
ingly critical. 

The sections on surgery, radiology, and functional 
gastric disturbances have been partly or wholly 
treated by a surgeon, radiologist, and psychiatrist 
respectively. The discussion of the physiology of 
secretion and motility is excellent, and for the aver- 
age reader a summary is provided at the end of each 
section along with ample bibliography. There is in 
addition a clearly written section on functional dis- 
turbances of normal gastric physiology. Ulcer 
therapy, including both gastric and duodenal lesions, 
is fully discussed both from medical and surgical 
viewpoints. The former is most conservative and 
sound; the latter is of interest but what by many 
would be considered as extremely radical. Subtotal 
gastric resection for duodenal ulcer is still far from 
general acceptance, and Berg’s views that “the only 
operation which has thus far succeeded in bringing 
about a permanent and lasting cure of ulcer is sub- 
total gastrectomy” is rather extreme. 

A noteworthy improvement over other books is the 
relegation of gastritis to a place of secondary im- 
portance. Illustraticns are numerous and excellent. 
With the exception of a very few omissions, such 
as, for instance, the present-day use of histamine for 
diagnostic purposes, the book is complete and con- 
stitutes a brilliant contribution to literature. 


Diseases of the Digestive Organs, Diagnosis and 
Treatment, by CuHartes D. Aaron, Sc.D., M.D., 
F.A.C.P., Professor of Gastro-Enterology and Dietet- 
ics in Detroit College of Medicine and Surgery. 
Lea & Febiger. 927 pages. 


The above volume does little to clarify the rather 
chaotic state of most texts on gastro-enterology and 
only rarely does it rise above mediocrity. Like many 
books of its kind it catalogues without discrimina- 


tion and clarifies procedures and diagnoses without 
critical sense. As a reference book of tests it is as 
valuable as many others, but as a guide to diagnosis 
and treatment it confuses almost as frequently as 
it helps. The niceties and difficulties of clinical and 
laboratory procedures are not sufficiently emphasized 
with the result that therapeutics and diagnosis 
appear routine and easy of attainment. Much that 
is outworn is included without comment and many 
of the numerous illustrations are too schematic to be 
of value. The sections on physiotherapy and electro- 
therapy, hemorrhoids, diseases of the anus, and some 
others are well written. Continental rather than 
American ideas seem largely to influence the author 
and for this reason much is included regarding thera- 
peusis that is of interest, especially for purposes of 
comparison. Although it is undoubtedly true that 
much of the treatment of gastro-intestinal diseases is 
empirical and symptomatic, it is unfortunate that 
symptoms and diseases are not clearly differentiated 
in this book. The author would have done much bet- 
ter to have discussed symptomatology in the light 
of present-day knowledge of normal and abnormal 
physiology and based his therapeusis thereon. In 
spite of some excellent sections the volume as a 
whole is rather disappointing. 


BOOKS RECEIVED FOR REVIEW 


Sterilization for Human Betterment by E. S. Gosney 
and Paul Popenoe. Published by The MacMillan Com- 
pany. 202 Pages. Price $2.00. 

Minor Surgery by Frederick Christopher. Published 
by W. B. Saunders Co. 694 Pages. Price $8.00. 


Principles of Chemistry by Joseph H. Roe. Pub- 
lished by C. V. Mosby Co. 427 Pages. Price $2.50. 

The Treatment of Diabetes Mellitus with Higher 
Carbohydrate Diets by William David Sansum, Per- 
cival Allen Gray and Ruth Bowden. Published by 
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